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MONDAY, MARCH 10, 1952 


UNrrep STATES SENATE, 
SUBCOMMITTEE ON HEATH OF THE COMMITTEE 
on Lasor anp Pusiic WELFARE, 
Washington, D.C. 

The subcommittee met, pursuant to notice, at 10 a. m., in the old 
Supreme Court room, the Capitol, Hon. Herbert H. Lehman (chair- 
man) presiding. 

Present: Senators Lehman and Hill. 

Present also: Kenneth Meiklejohn, staff director; Melvin W. Sneed, 
assistant staff director; Nora K. Piore, research assistant. 

Senator Lenman. We will commence the hearing. 

In order that the two bills that are before the committee may be 
fully understood by all those present, and those who will testify, I 
want to read into the record a brief statement explaining them. 

This hearing is being held on legislation to provide maternity and 
infant care for wives and infants, and hospital care for all de- 
pendents, of enlisted members of the Armed Forces. 

Two bills are before the subcommittee in this hearing: 

First there is S. 1245, introduced by Senator Humphrey, which 
would provide maternity and infant care for the wives and infants 
of servicemen, similar to the World War Il EMIC program. 

Senator Humphrey’s bill provides for a federally financed, State- 
administered program of “necessary medical, nursing, and hospital 
maternity and infant care for the wives and infants of enlisted mem- 
bers of the Armed Forces.” This program would be generally similar 
to the World War II EMIC program administered by the Children’s 
Bureau first in the Department of Labor from 1943 to 1946 and later 
in the Federal Security Agency until the final termination of the pro- 
gram in 1949, 

The EMIC program during World War II was based solely on an 
item included in successive appropriation acts during the years the 
program was in effect. Under Senator Humphrey’s bill, and under 
title I of my bill, which I shall discuss in a moment, the program would 
be founded on a stable statutory basis, eliminating many year-end 
administrative uncertainties which periodically hampered’ the ef- 
fectiveness of the wartime EMIC program. Administration of the 
program would be in accordance with standards set forth by Con- 
gress in the enabling legislation rather than being left to administra- 
tive discretion as was the case in the wartime program. 

The other bill that is before us is a bill I have introduced, S. 2337. 

The programs provided for by my bill would also be administered 
by the several States with funds appropriated by the Federal Gov- 
ernment. The States would, consistent with economy and efficiency 
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and in conformity with the provisions of the bill, utilize voluntary 
nonprofit agencies and organizations in the health or medical field 
which are in position to render services in the administration of the 
programs at the State level. 

Title I of my bill provides for a Federal-State program of emer- 
gency maternity and infant care for the wives and infants of enlisted 
members of the Armed Forces. The purpose of tliis bill is the same 
as that of Senator Humphrey’s bill. Under this title, hospital, medi- 
eal, nursing and related services in connection with pregnancy and 
childbirth would be provided for the wife of any enlisted member 
of the Armed Forces. In addition, hospital, medical, nursing and 
related services in connection with care of infants of enlisted mem- 
bers of the Armed Forces would be provided for. The services would 
be made available to the child of any enlisted member of the Armed 
Forces who has not attained the age of 5 years. 

Title II is designed to protect enlisted members of the Armed 
Forces and their dependents from the unpredictable and income-con- 
suming costs of hospital services. It authorizes the provision of hos- 
pital services to any dependent of an enlisted member of the Armed 
Forces as a bed patient. These services would include bed and board 
and such nursing services, laboratory services, ambulance services, 
use of operating room, staff services, and other services, drugs and 
appliances as are customarily furnished by a hospital to its bed 
patients either through its own employees or through persons with 
whom it has made arrangements for such services, drugs or appliances. 
Medical or surgical care, however, except as provided in title I in 
connection with maternity and infant care, and except as generally 
furnished by hospitals as an essential part of hospital care, would not 
be provided. Similarly, hospitalization by hospitals which furnish 
primarily domiciliary care would not be provided. 

Title IIL contains miscellaneous and general provisions and 
definitions. 

The programs provided for in these bills are of the utmost im- 
portance to the men in our Armed Forces and their families whose 
welfare is, I know, the common concern of all of us. It is my hope 
that we can work out legislation that will meet the need, and which 
will have general approval. 

In scheduling these bills for hearing at this time, I want to make 
clear that they should be regarded primarily as a framework against 
which the need for such legislation, as well as the most desirable form 
for the legislation to take, can be considered. The purpose of these 
hearings is to permit the many groups and agencies who are properly 
concerned with this program to make available to the Members of the 
Congress such information as they may have, and their observations 
and assessments of the situation arising out of their intimate every- 
dav experience in their offices and in the field. 

It is estimated that 200,000 babies will be born to the wives of en- 
listed men in 1952. Of these, it is probable that 75.000 can be cared 
for in military hospitals and by military medical personnel. Deter- 
mination of who, and under what circumstances, will provide care for 
the remaining 125,000 births to the wives of enlisted men is one of the 
central inquiries involved in this hearing. We hope that you will be 
able to tell us whether in communities throughout the country there 
are resources which now can provide such assistance as is required, 
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or whether special federally assisted arrangements to deal with this 
problem must be made. } 

This is not an area in which it is easy to determine the need. There 
are other areas related to this one, where it is easier to make a calcula- 
tion and come to a conclusion. 

If, for instance, in a given situation you want to know whether there 
are sufficient day nurseries to take care of the children of working 
mothers, you get an estimate of the number of mothers who are or w ill 
be employed, ‘and the number of their preschool children, You can 
then make an inspection of the day care facilities available in a given 
community, and you can come to a conclusion as to whether or not 
there are sufficient facilities to meet the need. 

The need for maternal and infant care and for hospital care for de- 
pendents of servicemen is not equally visible. Of course, one way or 
another, the babies are going to be born. Most of them will have some 
kind of medical care, and with some degree of hospitalization. How 
this gets paid for and at what sacrifice is another question. 

People borrow, use up their savings, turn to parents and friends, go 
into debt. This has its effect not only on the morale of our service- 
men, but also on the quality of the care which the mothers and the 
children get. And this isa part of what we hope to be able to measure 
and examine during these hearings. 

I am not sure that it is possible to get a statistical measurement of 
this problem. 

We would like to have both the figures and the underlying facts to 
help us determine the character and the measurements of this 
problem. 

I have been talking so far about the question of the need for this 
legislation. We also want to get your views as to the form the legisla- 
tion should take to meet whatever need is demonstrated to exist. I 
hope that the question of the detailed character of the legislation will 
recelve thorough discussion. 

I would like to remind you also that, as I have alre ady mentioned, 
during the Second World War we had an emergency maternity and 
infant-care program. That program has given us a bac kground of 
experience against which to assess potenti: ialities a problems that 
can be expected to arise under these bills. lam sure that we will have 
occasion during these hearings to review and profit by the experience 
during World War IT with the EMIC, 

With this approach of seeking the facts clearly in mind we will now 
proceed to hear our first witness. 

Before we do that, however, copies of the two bills, and an an: ilysis 
of each one of the bills, the analysis to follow the bill itself, will be 
anneene in the record. at this point. 

. 1245 and S. 2337 with analyses are as follows :) 


[S. 1245, 82d Cong., 1st sess. ] 
\ BILL To establish a program of grants-in-aid to assist the States to provide maternity 


and infant care for the wives and infants of enlisted members of the Armed Forces during 
the present emergency 


Be it enacted by the Senate and House of Re presentatives of the United States 
of America in Congress assembled, That in order to assist the States to provide 
necessary medical, nursing, and hospital maternity and infant care for the 
Wives and infants of enlisted members of the Armed Forces of the United States, 
the Federal Security Administrator, through the Children’s Bureau, is hereby 
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authorized and directed to make grants, out of funds made available pursuant 
to section 5 (a) of this act, to the States which have submitted, and had approved 
by the Administrator, State plans providing such care. 

Sec. 2. (a) To be eligible for approval by the Administrator, a State plan 
for medical, nursing, and hospital maternity and infant care for the wives and 
infants of enlisted members of the Armed Forces of the United States must— 

(1) provide for the administration, or supervision of the administration, 
of the State plan by the State health agency ; 

(2) provide that the State health agency will make reports in such form 
and containing such information as the Administrator may from time to 
time require, and comply with such provisions as he may from time to time 
find necessary to assure the correctness and verification of such reports ; and 

(3) provide for cooperation with medical, nursing, and hospital groups 
and organizations. 

(b) The Administrator shall approve any State plan which fulfills the condi 
tions specified in subsection (a)° and shall thereupon notify the State health 
ageney of his approval. 

Sec. 3. (a) The Administrator shall, for each fiscal year, apportion among 
the States which have approved plans the sums appropriated for such year pur 
suant to section 5 (a). The Administrator shall make such apportionment 
according to the financial need of each State for assistance in carrying out its 
State plan as determined by him, after taking into consideration the number of 
live births to the wives of enlisted members of the Armed Forces of the United 
States in such State during such year. 

(b) The Administrator shall from time to time certify to the Secretary of the 
Treasury the amounts to be paid to the States under the apportionments made 
pursuant to subsection (a). The Secretary of the Treasury shall, through the 
Fiscal Service of the Treasury Department and prior to audit or settlement by 
the General Accounting Office, make payments of such amounts at the time or 
times specified by the Administrator. 

Sec. 4. If the Administrator, after reasonable notice and opportunity for hear- 
ing to the State health agency concerned, finds that in the administration of any 
State plan there is a failure to comply substantially with any condition required 
by section 2 to be included in such plan, he shall notify such State health agency 
that further payments will not be made to the State until he is satisfied that 
there is no longer any such failure to comply. Until he is so satisfied he shall 
make no further certification to the Secretary of the Treasury with respect to such 
State 

See. 5. (a) There are authorized to be appropriated such sums as may be 
necessary to carry out the purposes of this Act in order to assist the States under 
their State plans to provide medical, nursing, and hospital maternity and infant 
care for the wives and infants of enlisted members of the Armed Forces of the 
United States 

(b) There are authorized to be appropriated such sums as may be necessary 
for the administration of this Act 

Sec. 6. As used in this Act 

(a) The term “Administrator” means the Federal Security Administrator. 

(b) The term “enlisted members of the Armed Forces of the United States” 
means persons below the grade of warrant officer in the active service of the Air 
Force of the United States, the Army of the United States, the United States 
Navy, the Marine Corps, and the Coast Guard 
c) The term “State” means any of the several States, Alaska, the District of 
umbia, Hawaii, and Puerto Rico. 

Sec. 7. This Act shall cease to be effective at the close of the fiscal year in 
which the President declares an end to the national emergency proclaimed by 
him on December 16, 1950 


{ 
} 
| 


Co 








SECTIONAL ANALYsIs oF S. 1245 


The purpose of this bill is to establish a program of grants-in-aid to assist 
the States to provide maternity and infant care for the wives and infants of 
enlisted members of the Armed Forces during the present emergency. In 
general, the program authorized by the bill would be similar to the World War II 
EMIC program 

Section 1: This section provides that in order to assist the States to pro 
vide necessary maternity and infant care, including medical. nursing, and 
hospital care, for wives and infants of enlisted members of the Armed Forces, 
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the Federal Security Administrator, through the Children’s Bureau, is author- 
ized to make grants to States which have submitted, and had approved, State 
plans for providing such care. 

Section 2: Subsection (a) of this section requires the State plan to— 

(1) Provide that responsibility for administration of the plan, or super- 
vision thereof, rest on the State health agency. 

(2) Provide for such reports by the State health agency as the Administra- 
tor may from time to time require. 

(3) Provide for cooperation with medical, nursing, and hospital groups 
and organizations. 

Subsection (b) provides that a State plan meeting these conditions shall be 
approved by the Administrator, who is required to notify the State of such 
approval. 

Section 3: Subsection (a) of this section provides that for each fiscal year 
the Administrator shall apportion the sums appropriated for the program among 
States having approved plans according to the financial need of each State for 
assistance in carrying out its plan, taking into consideration the number of 
live births to the enlisted members of the Armed Forces in such State during 
such year. 

Under subsection (b) of this section the Administrator would from time to 
time certify to the Secretary of the Treasury the amounts to be paid to each 
State under the apportionments made pursuant to subsection (a), and the 
Secretary of the Treasury, through the Fiscal Service of the Treasury Depart- 
ment and without prior audit or settlement by the General Accounting Office, 
would pay such amounts to the State at the time or times specified by the 
Administrator. 

Section 4: The Administrator would be authorized by this section, after reason- 
able notice and opportunity for hearing to the State health agency concerned, 
to withhold further payments to a State in which he finds that in the adminis- 
tration of the State plan there is a failure to comply substantially with any 
condition required by section 2 to be included in the plan, until he is satisfied 
that there is no longer any such failure to comply. 

Section 5: Subsection (a) of this section authorizes appropriations to be 
made of such sums as are necessary to enable the States to provide maternity 
and infant care in accordance with the purpose of the bill. Subsection (b) 
authorizes appropriations for paying the costs of administration of such 
maternity and infant care programs. 

Section 6: This section contains a number of definitions. In subsection (a), 
the term “Administrator” is defined as meaning the Federal Security Admin- 
istrator. Subsection (b) defines “enlisted members of the Armed Forces of 
the United States” as meaning persons below the grade of warrant officer in 
the active service of the Air Force of the United States, the Army of the 
United States, the United States Navy, the Marine Corps, and the Coast Guard. 
The term “State” is defined in subsection (¢c) as including, in addition to the 
several States, Alaska, the District of Columbia, Hawaii, and Puerto Rico. 

Section 7: This section provides a termination date for the program. This 
date is to be the close of the first year in which the President declares an end 
to the national emergency proclaimed by him on December 16, 1950. 


{S. 2337, 82d Cong., 1st sess.] 


A BILL To provide for the national defense by enabling the States to make provision for 
maternity and infant care for wives and infants, and hospital care for dependents, of en- 
listed members of the Armed Forces during the present emergency, and for other purposes 


Be it enacted by the Senate and House of Representatives of the United States 
of America in Congress assembled, That it is hereby declared to be the policy of 
Congress to provide for the national defense by assuring to the wives and infants 
of enlisted members of the Armed Forces an effective and efficient program of 
maternity and infant care, and to the dependents of enlisted members of the 
Armed Forces an effective and efficient program of hospital care, during the 
period of national emergency proclaimed by the President on December 16, 1950. 

{t is further declared to be the policy of Congress that these programs be ad- 
ministered by the several States, in accordance with plans submitted to, and 
approved by, the Federal Security Administrator, and with appropriate utiliza- 
tion, consistent with economy and efficiency and in conformity with the pro- 
visions of this act, of voluntary nonprofit agencies or organizations in the health 
or medical field which are in position to render services in the administration of 
State plans for care in accordance with this act. 











6 HEALTH CARE FOR DEPENDENTS OF SERVICEMEN 


TITLE I 
MATERNITY AND INFANT CARE 


Sec. 101. In order to enable the States to provide maternity and infant care for 
the wives and infants of enlisted members of the Armed Forces in accordance 
with the purposes and policies of this act, the Federal Security Administrator, 
through the Children’s Bureau, is hereby authorized and directed to make pay- 
ments out of funds made available pursuant to section 106 of this title, to States 
Which have submitted, and had approved by the Administrator, State plans for 
the furnishing of such care. 

Sec. 102. (a) To be approved under this title, a State plan must— 

(1) provide for administration, or supervision of the administration, 
of the State plan by the State health agency, but the State health agency 
may, consistent with economy and efficiency and with paragraph (5) of 
this subsection, utilize the services of voluntary nonprofit agencies or organi- 
zations in the health or medical field in the administration of the plan; 

(2) provide that the State health agency will make reports in such 
form and containing such information as the Administrator may from 
time to time require, and comply with such provisions as he may from time 
to time find necessary to assure the correctness and verification of such 
reports ; 

(3) provide for a State advisory council composed of representatives of 
medical, nursing, and hospital groups and organizations, and the public, 
with which the State health agency shall consult in administering the plan; 

(4) provide that, upon application therefor, the wife and infants of any 
enlisted member of the Armed Forces of the United States shall be entitled 
to care under the plan; 

(5) provide such methods of administration as are reasonably calculated 
to assure the furnishing of care under the plan to all individuals entitled 
thereto and such methods for determining the reasonable costs of care to 
be paid for under the plan and for the establishment and maintenance of 
personnel standards on a merit basis as are necessary for the proper and 
efficient operation of the plan, but the Administrator shall exercise no 
authority with respect to the selection, tenure of office, and compensation 
of any member of the staff employed by the State health agency or by any 
local health agency participating in the administration of the State plan in 
accordance with such methods ; 

(6) provide for granting an opportunity for a hearing to any individual 
whose application for care under the plan is denied or not acted on with 
reasonable promptness or who is dissatisfied with any care received under 
the plan and to any individual or institution not permitted to furnish care 
under the plan or dissatisfied with any payments received for the furnish- 

ing of such care or with any requirements imposed with respect to the 
furnishing of such care, and provide that the hearing body shall contain 
professional representation when professional matters are involved; and 

(7) provide for the establishment of standards designed to safeguard the 
quality of care furnished under the plan, including standards for the pro- 
fessional personnel and institutions furnishing such care under the plan. 

(b) The Administrator shall approve any State plan which fulfills the condi- 
tions specified in subsection (a) of this section, and shall thereupon notify the 
State health agency of his approval. If the Administrator disapproves any 
State plan he shall notify the State health agency and shall, upon written re- 
quest by such ageney within such period of time after sending the notice of 
disapproval as he may prescribe, give such agency an opportunity for a hearing 
on his action He shall then affirm or reverse his action as may be necessary 
after such hearing 

SEC 105. (a) From the sums appropriated therefor, the Secretary of the 
Treasury shall, in accordance with the provisions of subsection (b) of. this 
section, from time to time pay to each State which has a plan approved under 
this title an amount, which shall be used exclusively for carrying out the State 
plan, equal to the expenditures made by the State, during the period for which 
the payment is made, for maternity and infant care under the plan for wives 
and infants of enlisted members of the Armed Forces, plus the sums expended 
during such period as are found necessary by the Administrator for the proper 
and efficient administration of the plan. 

b) The Administrator shall from time to time, on the basis of reports from 
the State showing the estimated number of wives and children who will receive 
care under the State plan during the period for which the estimate is made 
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and the estimated cost of such care and on the basis of such other investigations 
as the Administrator deems appropriate, estimate the amount to be paid to each 
State for such period under subsection (a) of this section, and shall then 
certify to the Secretary of the Treasury the amount so estimated, reduced or 
increased, as the case may be, by any sum by which the Administrator finds 
that his estimate for any prior period was greater or less than the amount which 
should have been paid to the State for such period under such subsection. The 
Secretary of the Treasury shall, through the Fiscal Service and prior to audit 
or settlement by the General Accounting Office, pay to the State, at the time or 
times fixed by the Administrator, the amount so certified. 

(¢) The Administrator shall also certify to the Secretary of the Treasury 
for payment to any State (including a State which has not yet submitted a State 
plan under this title) such amounts as the Administrator determines to be 
necessary to enable the State, during the period beginning with the first day 
of the calendar month following the month in Which appropriations to carry 
out this title become available, and ending with the close of the third calendar 
month following the month in which such appropriations become available, to 
employ and train stalf, appoint and consult with the State advisory council 
provided for in paragraph (3) of section 102 (a) of this title, and otherwise 
prepare for carrying out the program provided tor in this title in such State 
The Secretary of the Treasury shall, through the Fiscal Service and prior to 
audit or settlement by the General Accounting Office, pay, at the time or times 
fixed by the Administrator, in accordance with such certitication. Any amount 
so paid which is not used for the purposes for which paid, shall be repaid to the 
United States. 

Sec. 104, If the Administrator, after reasonable notice and opportunity for 
hearing to the State health agency concerned, finds that the State plan has 
been so changed that it no longer complies with any condition required by 
section 102 of this title to be ineluded in the plan or that in the administration 
of the plan there is a failure to comply substantially with any sueh condition, 
he shali notify such State healt’ agency that further pa; ments will not be 
made to the State until he is satistied that there is no longer any such failure 
to comply. Until he is so satisfied he shall make no further certification to 
the Secretary of the Treasury with respect to such State. 

Sec. 105. The Administrator's final refusal to approve a Sate plan under 
this title and his final action under subsection (b) of section 102 of this title 
(after the hearing provided for therein, or after the expiration of the time 
within which the State aseney may request a hearing if none has been re- 
quested prior thereto) shall be subject to judicial review on the record in the 
United States Court of Appeals for the circuit in which the State or any portion 
thereof is located, in accordance With the procedure set forth in the Admin 
istrative Procedure Act. 

Sec. 106. There are hereby authorized to be appropriated such sums as may 
be necessary to carry out the provisions of this title. 

SEc. 107. The Administrator shall make and publish such regulations as may 
be necessary to the efficient administration of his functions under this title. 
Prior to issuing any such regulations, he shall consult with a committee selected 
from among and representing the State health authorities. 

Sec. 108. (a) The Administrator shall establish, and, in matters of policy 
arising in connection with his functions under this title, consult with a national 
advisory council consisting: of fifteen members representing medical, nursing, 
and hospital groups and organizations and the public. Each member shall hold 
office for a period of three years except that any member appointed to fill a 
vacancy occurring prior to the expiration of the term for which his predecessor 
was appointed shall be appointed for the remainder of such term and except 
that, of the members first appointed, five shall hold office for a term of three 
years, five shall hold office for a term of two years, and five shall hold office for 
a term of one year, as designated by the Administrator. The national advisory 
council shall elect its own chairman and shall meet at least once each year 
on call of the chairman or the Administrator, 

(b) The national advisory council provided for in this section shall advise. 
consult with, and make recommendations to the Administrator on matters relat 
ing to the administration of this title. 

(c) The members of the national advisory council provided for in this section 
shall, while serving on business of the council, be entitled to receive compensa 
tion at a rate to be fixed by the Administrator, but not exceeding $50 per diem. 
and shall also be entitled to receive an allowance for actual and necessary travel 
ing and subsistence while so serving away from their places of residence, 
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TITLe II 


HOSPITAL CARE 


Sec. 201. In order to enable the States to protect enlisted members of the 
Armed Forces of the United States and their dependents from the unpredictable 
and income-consuming costs of hospital services in accordance with the purposes 
and policies of this Act, the Federal Security Administrator, through the Surgeon 
General of the United States Public Health Service, is hereby authorized and 
directed to make payments out of funds made available pursuant to section 206 
of this title to States which have submitted and had approved by the Adminis- 
trator, State plans for the furnishing of hospital services to any dependent of 
an enlisted member of the Armed Forces as a bed patient. 

Sec. 202. (a) To be approved under this title, a State plan must— 

(1) provide for administration, or supervision of the administration of 
the State plan, by the State health agency, but the State health agency may, 
consistent with economy and efficiency and with paragraph (4) of this sub- 
section, utilize the services of voluntary nonprofit agencies or organizations 
in the health or medical field in the administration of the plan; 

(2) provide that the State health agency will make reports in such form 
and containing such information as the Administrator may from time to 
time require, and comply with such provisions as he may from time to time 
find necessary to assure correctness and verification of such reports ; 

(3) provide for a State advisory council composed of representatives of 
medical, nursing and hospital groups and organizations, and the public, 
with which the State health agency shall consult in administering the plan; 

(4) provide such methods of administration as are reasonably calculated 
to assure the furnishing of hospital services under the plan to all individuals 
entitled thereto and such methods for determining the reasonable costs of 
such services to be paid for under the plan and for the establishment and 
maintenance of personnel standards on a merit basis as are necessary for 
the proper and efficient operation of the plan, but the Administrator shall 
exercise no authority with respect to the selection, tenure of office, and 
compensation of any member of the staff employed by the State health 
agency, or by any local health agency, particularly in the administration of 
the State plan in accordance with such methods; 

(5) provide for granting an opportunity for a hearing to any individual 
whose application for hospital services under the plan is denied or not acted 
upon within reasonable promptness, and to any institution not permitted to 
furnish hospital service under the plan or dissatisfied with any payments 
received for the furnishing of such services or with any requirements im- 
posed with respect to the furnishing of such services, and provide that the 
hearing body shall contain professional representation when professional 
matters are involved; and 

(6) provide for the establishment of standards designed to safeguard 
the quality of services furnished under the plan, including standards for 
hospital personnel and institutions furnishing such services under the plan. 

(b) The Administrator shall approve any State plan which fulfills the condi- 
tions specified in subsection (a) of this section and shall thereupon notify the 
State health agency of his approval. If the Administrator disapproves any 
State plan he shall notify the State health agency and shall, upon written re- 
quest by such agency, within such period of time after sending the notice of 
disapproval as he may prescribe, give such agency an opportunity for a hearing 
on his action. He shall then affirm or reverse his action as may be necessary 
after such hearing. . 

Sec. 203. From the sums appropriated therefor, the Secretary of the Treasury 
shall, in accordance with the provisions of subsection (b) of this section, from 
time to time pay to each State which has a plan approved under this title, an 
amount, Which shall be used exclusively for carrying out the State plan, equal 
to the expenditures made by the State, during the period for which the payment 
is made, for the payment of hospital services under the plan, for dependents of 
enlisted members of the Armed Forces, plus the sums expended during such 
period as are found necessary by the Administrator for the proper and efficient 
administration of the plan., 

(b) The Administrator shall from time to time, on the basis of reports from 
the State, showing the estimated number of dependents of enlisted members of 
the Armed Forces who will receive hospital services under the plan during the 
period for which the estimate is made and the estimated cost of such services 
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and on the basis of such other investigations as the Administrator deems 
appropriate, estimate the amount to be paid to each State for such period under 
subsection (a) of this section, and shall then certify to the Secretary of the 
Treasury the amount so estimated, reduced or increased, as the case may be, 
by any sum by which the Administrator finds that his estimate for any prior 
period was greater or less than the amount which should have been paid to the 
State for such period under such subsection. The Secretary of the Treasury 
shall, through the Fiscal Service and prior to audit or settlement by the General 
Accounting Office, pay to the State, at the time or times fixed by the Adminis- 
trator, the amount so certified. 

Sec. 204, If the Administrator, after reasonable notice and opportunity for 
hearing to the State health agency concerned, finds that the State plan has been 
so changed that it no longer complies with any condition required by section 202 
of this title to be included in the plan or that in the administration of the plan 
there is a failure to comply substantially with any such condition, he shall 
notify such State health agency that further payments will not be made to the 
State until he is satisfied that there is no longer any such failure to comply. 
Until he is so satisfied he shall make no further certification to the Secretary 
of the Treasury with respect to such State. 

Sec, 205. The Administrator’s final refusal to approve a State plan under 
this title and his final action under subsection (b) of section 202 of this title 
(after the hearing provided for therein, or after the expiration of the time 
within which the State agency may request a hearing if none has been requested 
prior thereto) shall be subject to judicial review on the record in the United 
States Court of Appeals for the circuit in which the State or any portion thereof 
is located, in accordance with the procedure set forth in the Administrative 
Procedure Act. 

Sec. 206. There are hereby authorized to be appropriated such sums as may 
be necessary to carry out the provisions of this title. 

Sec. 207. The Administrator shall make and publish such regulations as may 
be necessary to the efficient administration of his functions under this title. 
Prior to issuing any such regulations, he shall consult with a committee selected 
from among and representing the State health authorities. 

Sec. 208. (a) The Administrator shall establish, and, in matters of policy 
arising in connection with his functions under this title, consult with a national 
advisory council consisting of fifteen members representing medical, nursing, 
and hospital groups and organizations and the public. Each member shall hold 
oftice for a period of three years except that any member appointed to fill a 
vacancy occurring prior to the expiration of the term for which his predecessor 
Was appointed shall be appointed for the remainder of such term and except 
that, of the members first appointed, five shall hold office for a term of three 
years, five shall hold office for a term of two years, and five shall hold office for 
a term of one year, as designated by the Administrator. The national advisory 
council shall elect its own chairman and shall meet at least once each year on 
eall of the chairman or the Administrator. 

(b) The national advisory council provided for in this section shall advise, 
consult with, and make recommendations to the Administrator on matters re- 
lating to the administration of this title. 

(c) The members of the national advisory council provided for in this sec- 
tion shall, while serving on business of the council, be entitled to receive com- 
pensation at a rate to be fixed by the Administrator, but not exceeding $50 per 
diem, and shall also be entitled to receive an allowance for actual and necessary 
traveling and subsistence while so serving away from their places of residence. 


Tirte II! 
MISCELLANEOUS 


Sec. 301. Payments by any State for hospital services furnished to any indivi- 
dual entitled thereto pursuant to a State plan approved under the provisions of 
title I of this Act, shall be made from the funds paid to such State for hospital 
services under section 203, title II, of this Act. 

Sec, 302. For purposes of this Act 

(a) The term ‘Administrator’ means the Federal Security Administrator. 

(b) The term “enlisted member of the Armed Forces of the United States” 
means any person below the grade of warrant officer in the active service of the 
Air Force of the United States, the Army of the United States, the United 
States Navy, the Marine Corps, or the Coast Guard. 
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(ec) The term “State” includes Alaska, the District of Columbia, Hawaii, 
Puerto Rico, and the Virgin Islands. 

(d) The term “infant” (of an enlisted member of the Armed Forces of the 
United States) means the child of such an enlisted member if such child has 
not attained the age of five years and includes any child who has not attained 
such age and (1) to whose support such an enlisted member has been judicially 
ordered or decreed to contribute, or (2) who has been judicially decreed to be 
the child of such an enlisted member, or (3) who has been acknowledged in writ- 
ing by such an enlisted member to be his child; and the term “wife” includes any 
woman who is pregnant with or gives birth to such a child, for purposes of 
maternity care in connection with such pregnancy or birth. 

(e) The term “maternity and infant care’ means maternity care in the case 
of wives of enlisted members of the Armed Forces of the United States and 
infant care in the case of infants of such members; and the term “maternity 
care” means such hospital, medical, nursing, and related services in connection 
with pregnancy and childbirth as may be included in regulations of the Admin- 
istrator, and the term “infant care” means such hospital, medical, nursing, and 
related services in connection with the care of an infant as may be included in 
such regulations. 

(f) Entitlement to maternity and infant care shall be determined as of the 
time application therefor is filed, except that in accordance with regulations of 
the Administrator, such entitlement may also include care furnished prior to 
the application where denial of such inclusion would result in undue hardship 
and be inconsistent with the purposes of this Act. 

(g) The term “hospital services” means the following services, drugs, and 
appliances furnished by a hospital to any individual as a bed patient: bed and 
board and such nursing services, laboratory services, ambulance service, use of 
operating room, staff services, and other services, drugs and appliances, as are 
customarily furnished by such hospital to its bed patients either through its 
own employees or through persons with whom it has made arrangements for 
such services, drugs, or appliances; but such term shall not include (1) any 
medical or surgical care except as is generally furnished by hospitals as an 
essential part of hospital care, or (2) hospitalization by any hospital which 
furnishes primarily domiciliary care 

Sec, 303. No payments may be made to any State under this Act with respect 
to maternity and infant care or hospital services furnished pursuant to any 
application filed after the close of the fiscal year in which the President declares 
an end to the national emergency proclaimed by him on December 16, 1950. 
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SECTIONAL ANALYSIS OF S, 2337 


rhe purpose of this bill is to provide for the national defense by enabling 
the States to make provision for maternity and infant care for wives and 
nfants, and hospital care for dependents, of enlisted members of the Armed 


l 
Forces during the present national emergency. 

Section 1: This section declares it to be the policy of Congress to provide for 
the national defense by assuring effective and efficient programs of maternity and 
infant care for wives and infants, and hospital care for dependents, of members 
of the Armed Forces during the period of national emergency proclaimed by the 
President on December 16, 1950. Such programs are to be administered by the 
several States in accordance with State plans submitted to, and approved 
by the Federal Security Administrator. The State health agencies administer 
ing the programs would make appropriate utilization, consistent with economy 
and efficiency, of voluntary nonprofit agencies or organizations in the health or 
medical field which are in position to render services in the administration of the 
State plans, 


rIrLeE I. MATERNITY AND INFANT CARE 


bill), namely, to establish a program of maternity and infant care for wives 
and infants of members of the Armed Forces. Its provisions are more detailed, 
however, and an attempt has been made to meet some of the administrative and 
other problems involved in such a program as revealed by the wartime EMIC 
experience, and to reflect the views and comments of interested organizations 
and individuals in conferences held under the auspices of the Children’s Bureau 


The purpose of this title is similar to that of S. 1245 (Senator Humphrey’s 


and in discussions with members of the subcommittee staft 
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Section 101: This section provides that in order to enable the States to provide 
maternity and infant care for wives and infants of enlisted members’ of the 
Armed Forces, the Federal Security Administrator, through the Children’s 
Bureau, is authorized and directed to make payments, out of funds made available 
for the purpose, to States which have submitted, and had approved by the Admin 
istrator, State plans for furnishing such care. 

Section 102: Subsection (a) of this section outlines the provisions that must 
be included in the State plans in order to qualify for approval. These condi- 
tions are as follows: 

(1) Administration of the plan, or supervision thereof, is to be by the 
State health agency, but the agency is authorized, consistent with economy 
and efficiency and with paragraph (5) below, to utilize the services of volun- 
tary nonprofit agencies or organizations in the health or medical field in the 
administration of the plan. 

(2) Such reports are to be made by the State health agency as the 
Administrator may from time to time require. 

(3) A State advisory council is to be established, composed of representa- 
tives of medical, nursing, and hospital groups and organizations, and the 
public with which the State health agency will consult in administering the 
plan. 

(4) Wives and infants of any enlisted member of the Armed Forces are, 
upon application, to be entitled to care under the plan, 

(5) The plan is to set forth methods of administration reasonably caleu 
lated to assure the furnishing of care to all individuals entitled thereto and 
such methods for determining the reasonable costs of care to be paid for 
under the plan and for establishing and maintaining personnel standards 
on a merit basis as are necessary for proper and efficient operation of the 
plan. The Administrator is specifically prohibited from exercising any 
authority with respect to selection, tenure of office, and compensation of 
any staff member emploved by the State health agency or by any local health 
agency participating in administration of the State plan. 

(6) An opportunity for a hearing is to be granted to any individual whose 
application for care is denied or not acted on with reasonable promptness or 
who is dissatistied with care received under the plan. Individuals or insti- 
tutions not permitted to furnish care under the plan, or dissatisfied with 
payments received for furnishing such care, or with any requirements im- 
posed with respect to furnishing such care are likewise to be granted an 
opportunity for a hearing. The hearing body must contain professional 
representation When professional matters are involved. 

(7) Standards are to be set forth to safeguard the quality of care fur 
nished under the plan, including standards for the professional personne] 
and institutions furnishing such care 

Subsection (b) provides that a State plan meeting these conditions shall be 
approved by the Administrator who is required to notify the State agency of 
such approval. If the Administrator disapproves the plan, he is required to 
notify the State health agency and, upon written request within such period 
after the notice of disapproval as he may prescribe, give the agency an oppor 
tunity for a hearing on his action. It is provided that the Administrator shall 
then confirm or reverse his action as may be necessary after such hearing. 

Section 108: Subsection (a) of this section provides thnt the Secretary of the 
Treasury shall, in accordance with subsection (b) of this section, from time 
to time pay to each State having an approved plan under this title, amounts to 
cover expenditures made by the State for maternity and infant care furnished 
under the plan, plus sums found necessary by the Administrator for proper 
and efficient administration of the plan. 

Subsection (b) provides that on the basis of reports from the State show 
ing the estimated number of wives and children who will receive care under 
the State plan during the period for which the estimate is made and the esti- 
mated cost of such care, and on the basis of such other investigations as he 
deems proper, the Administrator shall estimate the amount to be paid to each 
State for such period under subsection (a) of this section. The Administrator 
is to so certify to the Secretary of the Treasury, and the Secretary of the 
Treasury, through the fiscal service and prior to audit or settlement by the 
General Accounting Office, is to pay to the State at the time or times fixed by 
the Administrator the amounts so certified. Estimates for any period are to be 
reduced or increased as the case may be by any sum by which the estimate foi 
any prior period was greater or less than the amount which should have been 
paid to the State for such period. 
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Subsection (c) of this section provides that the Administrator is also to 
certify to the Secretary of the Treasury for payment to any State, even though 
a State plan may not yet have been submitted, such amounts as he determines 
to be necessury to enable the State during a preliminary 3-month tooling-up 
period to employ and train staff, appoint and consult a State advisory council, 
and otherwise prepare for carrying out a program for maternity and infant care 
in such State in accordance with this title. Amounts so certified are to be paid 
by the Secretary of the Treasury, through the fiscal service and prior to audit 
or settlement by the General Accounting Office. Sums made available to the 
States under this subsection which are not used for the purposes indicated are 
to be repaid by the State. 

Section 104: The Administrator is authorized by this section, after reason- 
able notice and opportunity for hearing to the State health agency concerned, 
to withhold further payments to a State in which he finds that the State plan 
has been so changed that it no longer complies with any condition required by 
section 102 to be included in the plan, or that there is a failure to comply sub- 
stantially with any such condition. Payment may be withheld until he is satis- 
tied that there is no longer any such failure to comply. 

Section 105: This section provides that the Administrator’s final determina- 
tion refusing to approve a State plan is subject to judicial review on the record 
in the United States court of appeals for the circuit in which the State or any 
portion thereof is located in accordance with the procedure set forth in the Ad- 
ministrative Procedure Act. 

Section 106: This section authorizes the appropriation of such sums as may 
be necessary to carry out this title. 

Section 107: In this section the Administrator is authorized to issue such rege 
ulations as may be necessary to efficient administration of his functions under 
this title. Before issuing any such regulations, he is to consult with a com- 
mittee selected from among and representing the State health authorities. 

Section 108: This section provides for the establishment of a national advisory 
council consisting of 15 members representing medical, nursing, and hospital 
groups and organizations and the public. The Administrator is required to 
consult with the council in matters of policy arising in connection with his 
functions under this title. Provisions are included in this section specifying 
the term of office of members of the council, the method of electing its chair- 
man, and the compensation to be received by members while serving on business 
of the council. Subsection (b) of this section provides that the council shall 
advise, consult with and make recommendations to the Administrator on matters 
relating to the administration of this title. 


TITLE Il. HOSPITAL CARE 


The purpose of this title is to establish a program of hospital care for de- 
pendents of members of the Armed Forces. 

Section 201: This section provides that in order to enable the States to protect 
enlisted members of the Armed Forces and their dependents from the unpre- 
dictable and income-consuming costs of hospital care, the Federal Security Ad- 
ministrator, through the Surgeon General of the United States Public Health 
Service, is authorized and directed to make payments, out of funds made avail- 
able for the purpose, to States which have submitted, and had approved by the 
Administrator, State plans for furnishing hospital services to dependents of 
enlisted members of the Armed Forces as bed patients. 

Section 202: Subsection (a) of this section outlines the provisions that must 
be included in the State plans in order to qualify for approval. These condi- 
tions are as follows: 

(1) Administration of the plan, or supervision thereof, is to be by the 
State health agency, but the agency is authorized, consistent with economy 
and efficiency and with paragraph (4) below to utilize the services of volun- 
tary nonprofit agencies or organizations in the health or medical field in 
the administration of the plan. 

(2) Such reports are to be made by the State health agency as the Ad- 
ministrator may from time to time require. 

(3) A State advisory council is to be established, composed of representa- 
tives of medical, nursing, and hospital groups and organizations, and the 
public with which the State health agency will consult in administering the 
plan. 

(4) The plan is to set forth methods of administration reasonably cal- 
culated to assure the furnishing of hospital services to all individuals en- 
titled thereto and such methods for determining the reasonable costs of 


AI Ath Ras ea 


AP COED LS 


3 
2 





HEALTH CARE FOR DEPENDENTS OF SERVICEMEN 13 


such services to be paid for under the plan and for establishing and main- 
taining personnel standards on a merit basis as are necessary for proper 
and efficient operation of the plan. The Administrator is specifically pro- 
hibited from exercising any authority with respect to selection, tenure of 
office, and compensation of any staff member employed by the State health 
ageney or by any local health agency participating in administration of the 
State plan. 

(5) An opportunity for a hearing is to be granted to any individual whose 
application for hospital services is denied or not acted on with reasonable 
promptness. Institutions not permitted to furnish hospital service under 
the plan, or dissatisfied with payments received for furnishing such care, 
or with any requirements imposed with respect to furnishing such services, 
are likewise to be granted an opportunity for a hearing. The hearing body 
must contain professional representation when professional matters are 
involved. 

(6) Standards are to be set forth to safeguard the quality of services 
furnished under the plan, including standards for hospital personnel and 
institutions furnishing such services. 

Subsection (b) provides that State plans meeting these conditions shall be 
ipproved by the Administrator who is required to notify the State agency 
if such approval. If the Administrator disapproves the plan, he is required to 
notify the State health agency and, upon written request within such period 
after the notice of disapproval as he may prescribe, give the agency an oppor- 
tunity for a hearing on his action. It is provided that the Administrator shall 
then confirm or reverse his action as may be necessary after such hearing. 

Section 203: Subsection (a) of this section provides that the Secretary of 
the Treasury shall, in accordance with subsection (b) of this section, from time 
to time pay to each State having an approved plan under this title amounts to 
cover expenditures made by the State for the payment of hospital services under 
the plan for dependents of enlisted members of the Armed Forces, plus sums 
found necessary by the Administrator for proper and efficient administration 
of the plan. 

Subsection (b) provides that on the basis of reports from the State showing 
the estimated number of dependents who will receive hospital services under 
the State plan during the period for which the estimate is made and the esti- 
mated cost of such care, and on the basis of such other investigations as the 
Administrator deems proper, he shall estimate the amount to be paid to each 
State for such period under subsection (a) of this section. The Administrator is 
to so certify to the Secretary of the Treasury, and the Secretary of the Treasury, 
through the fiscal service and prior to audit or settlement by the General Ac- 
counting Office, is to pay to the State at the time or times fixed by the Adminis- 
trator, the amounts so certified. [Estimates for any period are to be reduced or 
increased as the cause may be by any sum by which the estmiate for any prior period 
was greater or less than the amount which should have been paid to the State for 
such period. 

Section 204: The Administrator is authorized by this section after reasonable 
notice and opportunity for hearing to the State health agency concerned, to with- 
hold further payments to a State in which he finds that the State plan has been 
so changed that it no longer complies with any condition required by section 202 
to be included in the plan, or that there is a failure to comply substantially with 
any such condition, until he is satisfied that there is no longer any such failure 
to comply. 

Section 205: This section provides that the Administrator’s final determination 
refusing to approve a State plan is subject to judicial review on the record in 
the United States court of appeals for the circuit in which the State or any por- 
tion thereof is located in accordance with the procedure set forth in the Adminis- 
trative Procedure Act. 

Section 206: This section authorities the appropriation of such sums as may be 
necessary to carry out this title. 

Section 207: In this section the Administrator is authorized to issue such regu- 
lations as may be necessary to efficient administration of his functions under this 
title. Before issuing any such regulations, he is to consult with a committee 
selected from among and representing the State health authorities. 

Section 208: This section provides for the establishment of a national advisory 
council consisting of 15 members representing medical, nursing, and hospital 
groups and organizations, and the public. The Administrator is required to con- 
sult with the council in matters of policy arising in connection with his functions 
under this title. Provisions are included in this section specifying the term of 
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office of members of the council, the method of electing its chairman, and the 
compensation to be received by members while serving on business of the council 
Subsection (b) of this section provides that the council shall advise, consult with, 
and make recommendations to the Administrator on matters relating to the ad- 
ministration of this title. 


TITLE III. MISCELLANEOUS 


Section 301: This section provides that payments by any State for hospital 
services furnished under title I are to be made from funds paid to such State 
under title IT. 

Section 802: This section contains a number of definitions. 

Under subsection (a) “Administrator” means the Federal Security Adminis 
trator. 

Subsection (b) defines “enlisted members of the Armed Forces” as meaning 
persens below the grade of warrant oflicer in the active service of the Air 
Force of the United States, the Army of the United States, the United States 
Navy, the Marine Corps, or the Coast Guard. 

The term “State” is defined in subsection (e) as including, in addition to the 
several States, Alaska, the District of Columbia, Hawaii, Puerto Rico, and the 
Virgin Islands. 

Subsection ¢(d) defines an “infant” entitled to care under title I as meaning 
the child of any enlisted member of the Armed Forces of the United States who 
has not reached his fifth birthday, including any such child to whose support such 
enlisted member has been judicially ordered to contribute, or who has bee 
judicially deemed to be his child, or whom he has in writing acknowledged as 
his child. A “wife” entitled to maternity care under title I includes any woman 
who is pregnant with or gives birth to any such child. 

Subsection (e) defines “maternity and infant care” to be furnished under 
title I. “Maternity care” means such hospital, medical, nursing, and related 
services in connection with pregnancy and childbirth, and “infant care” imtans 
such hospital, medical, nursing, and related services in connection with care of 
an infant as may be included in regulations of the Administrator. 

Subsection (f) provides that entitlement to care under title I is to be deter 
mined as of the time application therefor is made, but exception may be made, 
in accordance with regulations issued by the Administrator, where denial of 
payment for care, on the ground that such care was furnished before application 
therefor was filed, would result in undue hardship and be inconsistent with the 
purposes of the bill. 

Subsection (g) detines “hospital services” as used in title IT as meaning the 
following services, drugs and appliances furnished by a hospital to a bed patient : 
bed and board and such nursing services, laboratory services, ambulance service, 
use of operating room, staif services, and other services, drugs and appliances 
customarily furnished by such hospital to its bed patients, either through its own 
employees or through persons with whom it has made arrangements for such 
services, drugs, or appliances. Medical or surgical care not generally furnished 
by hospitals as an essential part of hospital care, and hospitalization by a hospital 
which furnishes primarily domiciliary care, however, would not be included. 

Section 303: This section provides a termination date for the program. No 
payments could be made to any State for care under either title I or title II 
furnished pursuant to an application filed after the close of the fiscal year in 
which the President declares at an end the national emergency proclaimed by 
him: on December 16, 1950. 


Senator LenmMan. These hearings are scheduled to run for the bal- 
ance of the week. We will have to adjourn promptly at 12 o'clock 
each day because of the pressure of work on the Senate floor. 

Lam going to ask Dr. Martha M. Eliot, Director of the Children’s 
Bureau, Federal Security Agency, to be the first witness. 

Dr. Eliot, will you please identify yourself for the record / 


STATEMENT OF MARTHA M. ELIOT, M. D., CHIEF, CHILDREN’S 
BUREAU, SOCIAL SECURITY ADMINISTRATION, FEDERAL SECU- 
RITY AGENCY 


Dr. Exior. Tam Dr. Martha M. Eliot, Chief of the Children’s Bu 
reau, Social Security Administration, Federal Security Agency. 
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Senator Lenman. Will you please proceed ? 

Dr. Exzor. Thank you very much, Mr. Chairman, for allowing me 
to present a statement to the committee on this important subject of 
the maternity and infant care for wives and infants of enlisted men. 
I have a prepared statement which I would like to present for the 
record. 

Senator Lenman. You may testify in any way you think best, either 
by reading your written statement or orally. 

Dr. Exior. Thank you, Senator. 

The bills we are discussing today would provide for the wives of 
enlisted men in the seven lowest pay grades comprehensive health and 
medical services, including hospitalization during maternity, medical 
services and hospitalization for their babies and preschool youngsters, 
and hospitalization for all dependents. I will be speaking to the mater- 
nity and infant-care provisions contained in title I of S. 2337 and to S. 
1245. As you know, the Children’s Bureau administered the emer- 
gency maternity and infant-care program during World War IT, and 
I shall draw upon that experience in considering the factors involved 
in developing a new program at this time. 

Let me say first of all that I believe it is sound policy to give priority 
to the provision of comprehensive services to the wives of servicemen 
during maternity and to their babies and young children. It is a 
matter of the first importance that the man who is away from his 
fanfily, serving his country in the Armed Forces, can be assured that 
during the time his wife is pregnant and his children are small, they 
will be able to get the medical care they need. 

Over and over again during World War HL, men in the Armed 
Forces, their wives, and the organizations close to ao mM, particularly 
those serving enlisted men’s families directly, told us how valuable 
the emergency maternity and infant-care program was in that period, 
how well it met the needs of individual mothers often in the most 
critical period of their family life. Even now, as I and other members 
of the Children’s Bureau staff travel over the country, we meet fami- 
lies, husbands and wives who had an EMIC baby, and hear the story, 
still vivid in their memory, of what it meant in those trying times 
to be assured of this medical care. 

The number of men in the Armed Forces at the peak of World War 
II was, of course, much larger than is anticipated at this time, but the 
problem and the worry for each individual enlisted man and his wife 
is the same even though there are not so many of them now. Often 
the husband cannot be near his wife to help her make plans for herself 
and the children. He is worried about how she will manage finan- 
cally, how the doctor and the hospital bills will be paid, and whether 
she will have trouble getting the care she needs. 

The Department of Defense has very generously assisted the Chil- 
dren’s Bureau in gathering information about the present situation. 
This Department presently estimates that during this next year, the 
size of the Armed Forces will be about 3,600,000. About 3,200,000 
will be in the seven lowest pay grades. We estimate that there will be 
about 200.000 babies born to wives of these men over the period of 1 
year. According to staff members of the Armed Forces Medical 
Policy Council, it would be possible at this time to provide care for 

approximately 75,000 of these births through the use of military per- 
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sonnel and facilities. This means that there will be about 125,000 
births for whom such care cannot be provided. 

Recent testimony before the Congress by the Department of De- 
fense indicates it may not be possible to continue care for dependents 
at the present level. In that event, the number of births which can- 
not be taken care of through military medical facilities will be greater. 

Men, when they are taken into the Army or other Armed FT orces, 

are told when they are inducted that their dependents are eligible 
for health and medical care from military personnel at military “‘hos- 
pitals. It is apparent from reports that have come to us that some 
of them do not understand that such care is available only in military 
hospitals. Many of the families stay in the communities where they 
have been living, with the man coming home to visit them as often 
as he can while he stays in this country. Many families who move to 
the camp area when the enlisted man is there move elsewhere as he 
is transferred or when he goes out of the country. The advantage 
of a program such as that proposed in these bills is that care will be 
available wherever the family may be, thus correcting some of the 
inequities of the present situation. 
* Last spring, in order to learn more of the kind of problem which 
these families face, the Department of Defense, working with the 
Children’s Bureau, undertook a special survey of enlisted Army per- 
sonnel in the spring of 1951. using’a scientifically selected sample. 
We found that 41 percent of the married men in the Army were under 
25 years of age, and an additional 24 percent were in the 25 and under 
30 age group. Slightly more than one-half of the married men had 
children—the average was two children per family. These children 
were predominantly in the preschool years, 70 percent being under 
6 years of age—4 percent under 1 month, 19 percent 1 through 11 
months, 47 percent 1 through 5 years—and 30 percent 6 to 18 years. 
We estimate that two-thirds are under 5 years of age. 

Approximately 20 percent of the married men reported that their 
wives were pregnant at the time of the survey, but less than half of 
these men expected their wives to be delivered in a military hospital. 

We inquired about the resources which these families might have 
in the way of insurance to cover hospital and medical costs, and 
found that 59 percent of them had no such insurance covering their 
dependents; 15 percent had hospitalization insurance; 19 percent both 
hospitalization and medical insurance, and 2 percent had medical in 
surance only; 5 percent did not reply to the question. We know that 
plans vary greatly in their provisions, that many do not provide ma 
ternity benefits. and that those which include maternity care often do 
not cover the entire cost of such care. Less than one out of three of 
the men carrying insurance stated that they believed practically all 
the cost would be covered. 

When asked to report how he and his wife were planning to meet 
the cost of maternity care, more than one-third of the men whose 
Wives were pregnant reported that they would have to ask their par 
ents or other relatives, friends, the Red Cross or Army emergency re 
lief for help in meeting the cost, or would have to apply for a com- 
mercial loan, or said they did not know where they would get the 
money to pay the doctor and the hospital. Three-fourths ‘of the 
men said they were worried about not hav ing enough money to take 
care of the baby after it came. 
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It is not surprising that so many of the men are anxious and wor- 
ried about how the bills will be paid when their wives are going to have 
a baby. The wife of a man who is in the lowest three pay grades re- 

ceives a monthly check from the Government of $85 which includes 
the serviceman’s contribution of $40. After the birth of the baby, 
this will be increased to $107.50. The highest amount she can re- 
ceive, regardless of the number of children in the family, is $125 per 
month. In the case of an enlisted man in the highest pay grade cov 
ered by this proposed legislation, the wife and one child receive the 
same as the wife alone, which is $147.50 per month. If there are more 
than two dependents, this amount goes up to $165 per month. 

Senator Hitz. Would it disturb you if I asked a question / 

Dr. Error. Not a bit. 

Senator Hitz. Do you know how much a man himself receives in 
addition to these figures which you give us for his wife and child ¢ 

Dr. Exzor. I am sorry, Senator, I cannot give you that figure. I 
can only give you his contribution from his salary. I could supply 
that, of course. 

Senator Hii. You might get that from the armed services and sup 
ply it for the record so we have the full picture. 

Dr. Exior. That is right. We ce rtainly can do so. 

(The information is as follows:) 


AVERAGE ANNUAL BASE PAY AND QUARTERS ALLOWANCE FOR ENLISTED MEN WITH 
DEPENDENTS, IN PAY GRADES E-1 To E-7, 1952? 


The following table gives the annual quarters allowances by the number of de 
pendents for the lowest seven pay grades. There is no increase in the amount of 
the quarters allowance for more than three dependents. 

The figures for the quarters allowance include the serviceman’s as well as 
the Government contribution. They represent what the family can count on 
during the year. 


1After the close of the hearing the Armed Forces Pay Raise Act was approved 
by the President on May 20, 1952. The Children’s Bureau has revised the table to re 
flect increases in base pay and allowances resulting from this act, as follows 


Estimated average annvel hase pay and quarters allowance or enlisted men u th dé idents, ir y ide 
E-! to E-? under Armed Forces Pay Raise Act, Ma 
1 dependent 2 dependents More than 2 dependent 
| 
Annua nnual ni ] | 
( — Annual a eh ms Annual ‘ a Annual | 
qua ei ise pay slime base pay UAIers base pay 
allowance eehtnd illowance relic illowance rs 
: (inelud- (includ : : nelud- secant 
Grade | {inelu ing man- . ing man- iclud ng man- 
ing man- Tati ing man anaes ing man- 7 
datory nevios Potal datory el : Potal datory ; oh Tota 
: ¢ s Ice- se ce- : service P 
se Ce- - service : service- 
ervi . mans con- , , . man s con- , N RA man’s con 
mans con- tributior man’s con tribution man's con- tributic 
ributions tributions ri S 
tribution tribution : tribution ution 
to de- to de to de- 
from base . from base A from base 
pendents pendents pendents) 
pay) pay) pay) 
E-1 $1, 096 $487 ($1, 588 $1, 405 $487 $1, 892 $1, 643 $48 
E-2 1, 096 56 1, 692 1.405 596 | 2.001 1, 643 596 
K~3 1, 096 782 | 1,878 1, 405 782 | 2,187 1, 64: 782 
E-4 1, 645 909 | 2,554 1, 645 we 2, 554 1, 883 09 
F-5 1, 645 1,252 | 2,897 1, 645 1, 2, 897 1, 883 1, 
E-6 1, 885 1,402 | 3, 287 1, 885 Ae 402 3, 287 2, 123 ; 402 
E-7 1, 885 1,929 | 3,814 1, 885 1,929 | 3,814 2, 123 1,929 





1 Estimated from average base pay for all enlisted men, 1952, adjusted by Armed Forces Pay Raise 
Act, May 1952, The amounts of base pay during the first 2 years of service are smaller, especially for 
the higher pay grades. The total of base pay, subsistence when applicable and quarters allowances 
for dependents for the average enlisted man is estimated at $1,791 for fiscal year 1953. 


Source: Department of Defense. 
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A single dependent would come under the program only if such dependent is 
a wife who is pregnant. The cost of prenatal and delivery care would come 
during this period. When the baby is born, the allowance is for two dependents 

The base pay of an enlisted man (after mandatory contributions) is available 
for his use. We cannot assume that the serviceman will be able to send this 
full amount home. Out of it, he must pay for recreation, life insurance, income 
tax, and civilian clothing. Also, he must pay for such items as laundry, hair 
cuts, toilet articles, and transportation off the post. Many married servicemen 
have high transportation costs becouse they try to be with their families as much 
as possible. If the family moves near the enlisted man’s post, there is the extra 
expense of moving and of setting up a home in a new community. When the 
family lives near the post, the enlisted man eats more meals at home and thus 
increases family food costs. 








e ‘ ent M in 2 dependents 
A Ay Anni Annual 
1 i os quarter . quarters Annual 
liow i aaa 7 illowance . ‘i illow inet hase pay 
( l nand mi uc ndatory includi excluding 
nandatory Ne * | ota | Mandatory etek ota] | mandatory | mandatory | pop) 
st SeT cm neshdinte dunia: erv ice serv ice- 
r . . mans con- | man con- 
t - tributio a ee tribution | tribution 
nara } ? base to de 
p pends Day -trieeitannes pay vendents 
I $ D S450 '8) $1, 200 M450 $1 0 $1. 500 $450 ($1, 950 
E-2 | 2K) 55 1,845 1 y 555 | 2.055 
I 2 7 1 x 7 2,02 1, 500 73 2, 2 
E44 4 2 37 1 530 s4f 2 37 1.740 s4¢ 2, 586 
I 1 2 7 30) 117 2, 70 1, 740 1, 17¢ 2 916 
| 1 2 1 77 tI] OS SO 1,311 291 
k ) 1. S18 NN NIN SA 1, OS 1 81S , TOR 
I ist \ s 1 rhe a s | ] the first 
2 ly r the he y crades I total of bas mv, Subsistence when 
4 wane ependents for the average enlisted man estimated at $1,696 for 
fi vear 
soure epa t of ID fenst 


Dr. Extor. During the latter weeks of pregnancy, it is unwise for 

a2 woman to work to supplement her allotment. If she has preschool 
children, she ought to be able to stay at home and take care of them. 
If she woes to work, she has day enare problems and day care costs 
ivtakea eood part of what she makes. 
By day care, I mean paying for the care of a child in a nursery 
or day Care center or foster family home during the period ot the day 
when she is away from her own home working to help support the 
childre) 

There is rent to pay, food and clothing to buy. special food for 
the bal V. and ot he r costs whi h are essential to family living. At 
present prices, this is not at all easy for any such wife. I would lke 
at milk alone for herself, if she is nursing the baby, 
or for the baby if the baby is on a milk formula, costs somewhere 
(a mont 


When we add health and medi al care Costs, whi h are high under 


any circumstances, and are ul predictable in amount, because no one 
knows n advance what complications ot pregnancy or ot illness 
2mong the children mav al se, the financial difficulties of these families 
become apparent. Being young, few of them have substantial sav- 


ings to fall back upon. 
How, then, are these families managing? In trving to find the 
inswer to this question, we turned first to the American Red Cross, 
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which is the largest voluntary organization serving dependents of 
men in the Armed Forces. 

The American Red Cross provides financial assistance on the basis 
of need to wives and children of members of the Armed Forces, (1) 
by use of chapter funds for basic.maintenance during the period 
pending first receipt of family allowance or allotment and during 
periods when such payments as may be due are delayed or inter- 
rupted; and (2) by the use of chapter funds or by referral to other 
resources for emergency needs which arise at any time during the 
period of military service. 

Senator Lenman, As I understand it, this is only for emergency 
needs. The Red Cross does not give any continuing allotments to 
the wives of the servicemen. 

Dr. Exisor. That is correct, Senator Lehman. When we inquired, 
we found that the Red Cross defines emergency needs as those needs 
that are urgent and require immediate attention as distinguished 
from those that are desirable, but do not require immediate attention. 
Medical care needed in relation to pregnancy is not rated as an emer- 
gency except as unforeseeable developments may result in an emer- 
gency. 

The Red Cross reported to us last spring that there had been a 
striking increase in the number of requests from wives for assistance 
in arranging and paying for maternity care and children’s medical 
care. To give an idea of the size of the problem, the Red Cross under- 
took a special survey, covering March 1951. On the basis of this 
survey, the Red Cross estimates that about 110,000 requests for help 
in obtaining maternity care will be received from families of service- 
men over a year’s period. Under its financial assistance policy for 
ineeting emergency needs, only about 10,000 of these families will be 
helped in paying for care, and as already pointed out, this would be 
only a temporary type of assistance. On the same basis, the Red 
Cross will also receive approximately 60,000 requests a vear for help 
in obtaining medical care for children under 18, with financial assist 
ance being given to only about 12,000, 

I would like to remind you at this point, also, that we estimate that 
there will be only 200,000 cases of pregnancy that need to be assisted 
during this period. In other words, the Red Cross has already esti- 
mated that some 110,000 would apply to them for care out of that 
total. 

Information obtained from the Red Cross area offices in January 
i952 indicates that the situation in general has remained compara 
tively stable since the 1951 study was made, with some indication of 
spotty increases. In the Pacific area, for example, there was an im- 
pression of a gradual upward tesiadk In requests for maternity and 
medical care for wives and children of servicemen as the strength of 
the Armed Forces increased, 

The local Red Cross chapters try to help the families who are not 
eligible for financial assistance by talking over with them the other 

sources Which may be available to them and helping them whenevei 
possible to work out a plan for themselves, ‘There have been no follow 
up studies, however, to find out how these families actually managed; 
Whether the plan they worked out for themselves resulted in satis 
factory care; whether they decided to put off going to the doctor 
because they did not want to ask for service at reduced rates or for free 
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care; whether they incurred debts which could only be paid by stint- 
ing on other essential expenditures for themselves or their children. 

Again I would like to point out that we know that their allowances 
will not cover these costs. 

We do have some material, however, which throws light on this 
situation. Local Red Cross chapters have reported many instances 
where wives travel long distances to a military hospital, find it in- 
creasingly difficult to make the trip by bus or train in the last months 
of pregnancy, feel panicky because the baby might come before they 
could get to the hospital, yet do not make other arrangements closer 
to home because they have no other resource. 

The Red Cross reported that during the 9-month period ending 
March 31, 1951, their expenditures for emergency needs of service- 
men’s families was 30 percent higher than in the comparable 9 months 
of the preceding year. The recent inquiry indicated the requests for 
help were not lessening, and in some areas may be increasing. 

May I remind you that these emergency needs are those encountered 
when allotment checks are delayed. We know that any family that 
annot meet its usual needs when its allotment check is delayed is 
going to have a very hard time paying for medical care. 

We also have information from a study made by the Welfare 
Council of the Metropolitan Los Angeles which was undertaken for 
the purpose of finding out how wives of servicemen in the seven low- 
est pay grades were managing to pay hospital costs for maternity 
eare. This study was based on a sample from which it was estimated 
- at about 300 wives of servicemen in these pay grades were admitted 
by all hospitals in Los Angeles during the one month of August 1951. 

Less than 20 percent of the servicemen’s wives studied received free 
care or care on a part-pay basis, but comments by hospitals indicate 
that 35 percent of those who were charged the full cost of maternity 
care might be having difficulty making their payments—they were 
paving In installments or had deferred payments, they ~ id to get 


he ‘ip wired relatives, they used up all their reserve scam w they had 
made other adjustments, such as selling the family ¢ 


Hos} rit: ‘ care 1s, of course, only a part of savetaiby care. There 
s the a tor to pay, the |: ivette to buy. There are many other essential 
costs when there is a baby in the family. It is small wonder that 75 
percent of the men covered by the Department of Defense survey 
were worried about how they would manage after the baby came. 

I would like to speak now of some of the other community services 
that might be available to these wives and children of the servicemen, 

Wives of enlisted men and their dependents often run into diffi- 
culties in getting help from the onal community resources. Fre- 
quently they do not meet local residence requirements and on that 
basis are not eligible for help under the public assistance programs. 
Sometimes local public hospitals deny free care to dependents of 
servicemen because they assiime th: at suc h care is provided for them 
through the military. I believe that if a mother is in labor, she would 
somehow get care—babies are not being born in the streets. I am not 
so sure that she will get the prenatal and postnatal care she needs. 
I am thinking too of the hurdles she has to take, and the effect on her 
of exploring many possibilities and finding doors closed to her. I 
am wondering, too, whether we want the wives of servicemen who are 
not living close to a military hospital to feel that if they are to get 
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care it may have to be as a recipient of relief, or, as someone put it 
tome, a subject for charity. 

So I again would like to ask, “What about the 110,000 wives who 
will apply to the Red Cross this year for help and not find it avail- 
able?” 

Wives and infants of servicemen may, of course, receive whatever 
care is available under the maternal and child health programs in the 
communities where they live in the same way as other mothers and 
children, to the extent that such services are available. Wives may 
eo to the prenatal clinics; they can take their children to the well- 
child clinics, the services of the public health nurses are available to 
them. In larger cities, these health services are more commonly pro- 
vided than in small towns and rural areas. 

In general, however, the established State maternal and child health 
programs administered under title V of the Social Security Act 
do not provide delivery care for mothers as part of their services. 
In two or three States care for complications of pregnancy is provided 
under these programs. A few States have certain special limited 
programs for conditions such as prematurity or for children with 
visual, hearing or other handicaps, or pediatric clinics, but coverage 
within each State is far from complete. 

Senator Lenman. Doctor, do I understand correctly that in those 
States which do not provide delivery care for mothers as part of their 
services, if a wife of a serviceman is pregnant and is delivered of a 
child and has no resources of her own beyond the allotments for the 
upkeep of the family, her only recourse is to go on relief? 

Dr. Exior. She would have to apply to the community agencies for 
the type of medical care that she can get through that channel. 

Senator Lenman. Is it correct that, save in a few States, she has 
under the present circumstances no legal right to (/emand assistance 
from the State itself, save in the form of public relief ? 

Dr. Exsor. I think that is correct, and I would like to amplify that 
statement that 1 have made here about the provision made in a few 
States for care of women with complications. I think I am correct 
in saying that such care is provided in only three States, and that it is 
limited to a small area of even those States. Under the Social Security 
Act, title V, I believe no State through its State plan provides for 
the delivery care of women, especially in cases of normal pregnancies. 

Senator Leaman. Is it a fact that none provide any assistance for 
postnatal care ¢ 

Dr. Exior. Some States will provide through their clinics postnatal 
care, when the mother is able to come and visit the clinic. That is 
under the public program. I think it should be made clear that in 
local communities women go to the local public agency for their ma- 
ternity care when they are unable to pay for the care themselves. In 
some cases it will be given in a public hospital. In other cases the 
care would be given in a voluntary hospital, but paid for by the local 
public authorities. 

Senator LenmMan. What happens if a woman about to be delivered 
applies for admission to a hospital and the hospital has no facilities 
available, or because of its nancies situation cannot take care of the 
women? What happens then ? 

Dr. Exizor, I think we can say for the hospitals in this country that 
if a woman actually arrives at a hospital in labor that that hospital 
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will take care of her. The circumstances may be extremely difficult. 
In some of the hospitals the overcrowding is such that the women 
must be put to bed in beds that are in the corridors, or in makeshift 
arrangements. But I think we may say that no woman would be 
turned away from any hospital. 

Senator Lenuman. I was not thinking about the women actually in 
labor. But supposing a woman comes to a hospital 3 or 4 weeks before 
the expected date of her delivery, and asks for assurance that she is 
going to be admitted, and there are no facilities existing or the hospital 
feels that it can not possibly take on additional burdens, what happens ¢ 

Dr. Exior. Arrangements have to be made either through the hos- 
pital or to deliver her at her home by a doctor who goes to her home. 
In some cases, and in some States, of course, many of the deliveries 
are not by physicians, but by midwives. That is particularly true in 
our Southern States. So that many of the women are delivered in 
their own homes where hospitals can not take care of them. ; 

Senator LenmMan. But if that happens, and a woman is delivered of 
a baby in her home, and she has no resources, her only recourse is to go 
on relief ? 

Dr. Enior. I can add, she will be referred to the Welfare Depart- 
ment; exactly. 

The fact that the kinds of services needed are not generally avail- 
able within the maternal and child health programs probably accounts 
for the fact that State health department officials reported last fall 
that they were receiving relatively few appeals for help from service- 
men’s wives. People must turn to the place where they think help is 
available—hence they go to the Red Cross which estimates it will be 
receiving about 110,000 requests for maternity care alone over a year’s 
period, 

Federal funds appropriated in the maternal and child health pro- 
gram, to which T have referred above, amounted to $13,200,000 for the 
fiscal year 1951. In fiscal vear 1952, this was decreased to $12,524,000. 
These funds are currently being used for the on-going maternal and 
child health programs in the States which provide the services which 
| have referred to. It is obvious that no sizeable dent could be made 
in the problem of providing maternity and infant care for wives and 
infants of servicemen with the amount of funds which are available 
and which are not earmarked in these programs. The amounts that 
would be available would be extremely small for this purpose, 

For a fey Nn inutes ] would like To compare yvour present proposals 
in these bills with what took place in the EMIC program in World 
War IT. 

With respect to care to be provided and persons who would be cov 
ered, the proposals which von have under consideration are similar to 
the emergency maternity and infant care program of World War II 
with two major differences. One of these differences is that only in 
fants under 1 vear were included in the previous program, while the 


present proposal ] 


neludes preschool children up to 5 vears of age. 
fference is that wives and infants of enlisted men 
in the seven lowest pay e@rades are covered in this bill as contrasted 
with those of men in the four lowest pay grades last time. Both of 
these liberal rations are very desirable. 

During the last program. mothers frequently raised a question about 
why their preschool children were excluded. They emphasized the 
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importance of getting good medical care for their children during 
those early years. They explained that it was difficult for them to 
go to work to help pay for medical care when they had a small baby or 
preschool children. Wives of enlisted men in the higher pay grades 
also frequently pointed out that it was as much of a proble m for them 
to get care as for the wives of men in the four lowest pay grades, and 
that they were not enough better off financially to afford good care. 

The World War IT program was in effect from 1943 through fiscal 
year 1947, Liquidation of the program was in process for 2 years 
longer to permit providing care to wives and children eligible as of 
June 30, 1947. The program was administered by the State health 
departments under plans approved by the Chik lren’s Bureau. Com- 
plete health and daca care, including physicians, hospital and 
nursing services, were made available as needed. 

Well over a million babies were born under the program. At the 
height of the program about 80 percent of the wives and newborn 
infants eligible for care were receiving benefits. About a quarter of a 
million infants were provided health service or medical care when 
sick. The over-all cost of the program during the entire period of its 
operation was approximately $125,000,000, At the height of the pro- 
gram within a single year over 48,000 physicians and 5,000 hospitals 
participated in the program and were paid for services. 

In the last 3 vears of the emergency maternity and infant care 
program, the average cost of maternity care was about $100. We 
estimate that the average cost of the same kind of care would be at least 
twice as much now. The average cost of care for infants under 1 year 
of age, other than care of newborn infants which is included in the 
maternity care figure, was approximately $65. ‘This figure will also 
be substantially higher at this time. There were a few instances 
where costs of care were more than 81.000, but the advantage of the 
program, Was that it was possible to provide whatever the doctor said 
Was necessary tosavea mother’s or baby’s life. 

Senator LenMan. Who had the discretion to decide that ¢ 

Dr. Enron, The doctor had the discretion. 

Senator LeumMan. The State age hey o r the Federal agence y! 

Dr. Exior, The State agency was re saint Ne for the program in all 
respects once its plan Was ap proved, and the State agency and the 
doctor together were responsible for seeing that the care was provided. 
The doctor himself was responsible for the kind of medical care that 
Was; Given. 

Senator LenMan. In other words, a State agency in consultation 
with a doctor could decide whether the child would receive only the 
normal ordinary care, or have special treatment, possibly special 
operative treatment, which might cost, not $100, but three, four, five, 
six hundred dollars. But the discretion rested exclusively with the 
State after its plan was approved by the Federal agency 4 

Dr. Evior. Yes, that is correct. The actual decision as to the kind 
of care that should be given rested with the doctor. The State health 
department authorized the care. The doctor would indicate to the 
State the type of care that was required, and if he required additional 
assistance or consultation, if a transfusion was required, if special 
laboratory work was required, the doctor could request such care 
and the State authorized the payment for that care. 
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Senator LenMan, In other words, the professional decisions rested 
entirely with the medical profession. 

Dr. Exior. That is correct. 

Senator Lepman. Without any bureaucratic interference ¢ 

Dr. Exior. Yes. 

Senator Hiti. The Federal Government paid the entire cost ? 

Dr. Exror. Yes. 

Senator Hixxy. Both the cost of the treatment and care, and also the 
cost of the administration of the program, is that right? 

Dr. Extor. Yes; that is correct, with the exception of the cost of 
some of the services that were provided in prenatal clinics, in child- 
health clinics, and so on, that were normally being conducted in the 
communities in which the women lived, and also in relation in some 
cases to the cost of the public-health nursing care. That was provided. 

Senator LenMan. But the contact of the doctor and the hospital 
was not with the Federal agency, but with the State agency ! 

Dr. Exior. That is correct. 

Senator Hiri. You used the State agencies to administer the pro- 
gram in the particular States; is that right? 

Dr. Exvior. That is correct. 

Senator LenMan. According to your testimony, and according to 
what I know of the situation, very wide discretion was left to the 
States, after the general plan had been approved by the Federal 
Government. 

Dr. Exior. That is right, Senator Lehman. We found that after 
a period of time had elapsed that some of the States were being very 
particular about how they would authorize this type of care or that 
type of care, and there were questions with respect to whether a given 
wife should be accepted for care. When we found that certain wives 
were not receiving care as a result of State action, the Chief of the 
Children’s Bureau issued a letter or communication to all State health 
agencies informing them that in particular instances, the discretion 
with regard to whether or not a particular wife should receive care 
rested entirely with the State. 

Senator Lenman. Thank you very much. 

Dr. Exior. Wives went to the doctor of their choice if he was par- 
ticipating “« the program. The hospital that the doctor and the 
mother decided upon was used if the hospital met minimum require- 
ments. Mothers got good maternity care. Babies were well looked 
after, and the soldier was relieved of worry as to whether his family 
would get care when it was needed. 

Doctors and hospitals cooper: ated in the program generously and 
an enormous amount of good medical care was prov ided. Many wom- 
en’s lives were saved by transfusions and other medical procedures. 
There was great satisfaction among the servicemen and their wives. 

I can recall the case of a mother who was dying from hemorrhage. 

A well-qualified obstetrician was called in for consultation. Trans- 
fusions were given and other modern therapeutic measures followed. 
As a result, her life was saved. 

I remember one case where twins were born prematurely. The 
mother was in a small hospital which was not equipped to take care of 
premature infants. The babies were put into an incubator and taken 
to a larger hospital nearby. The needed medical care was provided 
and the lives of these babies who had come into the world weighing 
less than 5 pounds were saved. 
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Situations such as these were repeated many times in the course of 
the program and each time it was possible to see that the mother and 
baby got the care needed. 

I remember the many mothers who wrote to us, or whom we saw at 
one time or another during the program, who had normal deliveries 
but who were in new, strange communities, and did not know where 
toturn. They asked the local health-department officials to help them 
and were soon under the care of a doctor. I remember, too, letters 
from mothers whose babies had been sick and who did not know what 
to do, and then found the resources of the program available to help 
them. 

These were the “benefits” of the program—“benefits” not only in 
terms of medical care received, but in the relief of harrowing anxiety. 

Karly last year, some Members of Congress called the Children’s 
Bureau saying they had been receiving inquiries from their constitu 
ents about maternity and infant care for wives and infants of enlisted 
men. Remembering the hectic first months of the last EMIC pro 
gram, when we had to begin operation without adequate consultation 
with the professions and others interested in providing services, the 
Children’s Bureau decided to ask some of the physicians, representa 
tives of State health departments, of hospitals, and of other groups 
who had been active during the emergency maternity and infant 

care program of World War II, to come together to help evaluate the 
previous experience, 

Several group consultations were held, and as a result a statement 
of certain principles was developed, to be considered if a new pro 
gram of similar nature were to be established again by ive Congress. 

L would like to submit a copy of this statement for your informa 
tion. I have a copy here, and will place it at your disposal. 

Senator Lenman. It will be placed in the record at this point. 

(The statement is as follows:) 


PrincrpLes To Be CONSIDERED IN PROPOSALS FOR AN EMERGENCY MATERNITY AND 
INFANT CARE PROGRAM FOR WIVES AND INFANTS OF ENLISTED MEN BASED ON 
CONSULTATIONS WITH VARIOUS ORGANIZATIONS 


This memorandum is based on exploratory consultations by the staff of the 
Children’s Bureau with persons connected with the medical profession, hospital 
groups, and others interested in the services that might be provided under an 
emergency maternity and infant care program. At each conference it was 
emphasized that consultation was not for the purpose of assessing need or obtain- 
ing advice as to whether an emergency maternity and infant care program should 
be reinstituted, but solely to consider previous experience and obtain suggestions 
concerning the characteristics of a program adapted to present conditions should 
the Congress decide to provide for such a program, 


THE EMERGENCY MATERNITY AND INFANT CARE PROGRAM OF WORLD WAR II 


In World War II the problems encountered by the families of enlisted men in 
securing medical and hospital care during maternity and the first year of life 
became acute. Those who were charged with maintaining the morale of the 
Aried Forces were concerned about the adverse effects of these conditions on 
the men. The early efforts of the Armed Forces and the voluntary agencies 
demonstrated that the problems were too large and complex for the existing 
peacetime agencies applying peacetime methods and the funds available for 
peacetime purposes. 

This was the setting that resulted first in the use by State health departments 
of maternal and child health funds available under title V of the Social Security 
Act, and later in specified provision in successive appropriation acts, beginning 
March 1943, for funds for emergency maternity and infant care. 
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The emergency maternity and infant care program was launched at a time 
when the need for action was acute. The program was administered through 
the Children’s: Bureau, which allotted funds to State health agencies, without 
matching requireme nts, on the basis of plans approve d by the Bureau. The first 
appropriation by the Congress was $1.2 million for 3 months. During the peak 
vear, when some 16 million men were in the Armed Forces, the appropriation 
was $45 million. All told, over 1,200,000 maternity cases and 230,000 infants 
received services under this program, which at its peak covered about one- 
seventh of the total births in the United States. The program involved the 
Children’s Bureau, the State health agencies, and the practicing physicians 
and hospitals in virtually every community in the United States. 

The services under the program comprised (@) maternity care (prenatal, 
delivery, postnatal) ; (0) the care of any illness of the mother during the pre- 
natal or postnatal period; and (c) the care of infants to the age of 1 year. 
Those included in the program were the wives and infants of enlisted men in the 
lower four pay grades and of aviation cadets. 

The administration of the program was complicated by at least three major 
factors : 

1. Jt was not based on substantive legislation —The program was introduced 
and continued through appropriation bills rather than through the adoption 
of substantive legislation. Thus there was not the usual legislative process of 
the introduction of a bill, public hearings and testimony, floor debate, ete., which 
gives opportunity for fuller consideration of all proposals. Likewise, any change 
in legislation calls for the same formal process. The procedure in relation 
to substantive legislation establishes a much more solid basis for administration. 
It reduces the area of administrative interpretation of the intent of Congress 
and provides a greater degreee of stability. 

In part the changes in the administration of the program, so disturbing to the 
(hildren’s Bureau and to the State health agencies, were due to changes in the 
purposes of the appropriations With each new appropriation changes could 
be made by Congress; with each change revised regulations or procedures had 
to be issued. 








2. No time was allowed the administrative agencies to prepare for the program 
before they were overwhelmed by large numbers of applications —‘*Reasonable 
time to prepare” is one of the fundamental principles of good administration. 
rhe preparation goes beyond the development of forms and the training of 


administrative personnel; it includes an educational program so that everyone 


participating will know the purposes, the policies, and the guiding rules. A most 
Inportant period in any program is that time before the program begins: the 
emergency maternity and infant care program was started with insufficient 
preparation 

3. The funds to administer the program were inadequate.—Neither the 
Children’s Bureau nor the States were allotted sufficient funds for adminstra- 
tion. Not until the later months of the program did Congress permit admin- 


istrative allotments and even these sums fell short of reasonable needs. As a 
result other activities were either curtailed or the regular personnel attempted 


to absorb enormous emergency responsibilities. 
The above basic defects in the organization and administration of emergency 


maternity and infant care affected the program throughout its existence. The 
speed that was necessary prevented anything but a limited discussion and con 
sultation with the groups giving service or those receiving it. As experience 
accumulate hanges were made but no changes could counteract completely 


the early difficulties. By the close of the program, though no one ever expected 
that anything like this emergency program would ever be needed again, every 
one agreed that such basic errors as the above should not be repeated. Above 
all, advance consultation with medical, hospital, and public health groups in time 
for education and understanding were given primary importance. 

The liquidation of the emergency eraipiyyr sd and infant care program began 
July 1, 1947. Within 4 years the disturbing signs of emergency began to appear. 
During the latter part of 1950 and early in 1951 inquiries were made of the 
Children’s Bureau from various sources as to the possibilities of again providing 
emergency maternity and infant care for the wives and infants of men in the 
Armed Forces. 

No one likes an emergency but all agree that the best way to meet such an 
event is to anticipate and prepare for it. Recalling the experience in World 
War II, the Children’s Bureau arranged meetings with individuals from organ 
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izations that had had a part in the program. To have postponed such consulta- 
tion would have meant that little had been learned from the experience of the 
past. é : . s : ‘ ‘ 

Members of the following organizations attended a series of conferences from 
February 18 to April 4, 1951: 


American Medical Association (especially the maternal and child health 
committee of the Council on Medical Services) 

American Academy of Pediatrics 

National Federation of Obstetrical and Gynecological Societies 

American Hospital Association 

Protestant Hospital Association 

Catholic Hospital Association 

Blue Cross Commission 

Association of State and Territorial Health Officers 

Association of Maternal and Child Health and Crippled Children Directors, 
executive committee 

American Public Health Association 


The meeting on April 4 was a general conference attended by one or two members 
of each of the professional organizations named above. Separate consultations 
were also held with a group representing the American National Red Cross, 
the Army, Navy, and Air Force relief organizations, the American Legion, and 
the Veterans of Foreign Wars. 

Information concerning these exploratory consultations was discussed with 
Mrs. Anna Rosenberg, Assistant Secretary of Defense, and Dv. Richard Meiling, 
Chairman of the Armed Forces Medical Policy Council, Department of Defense. 
Such information was also presented at a meeting of the Health Resources 
Advisory Committee. 

At each of the conferences it was emphasized that consultation was not for 
the purpose of assessing need or determining whether an emergency maternity 
and infant program should be reinstituted. The sole purpose was to consider 
previous experience and obtain suggestions in the event that the Congress de- 
cided to provide for such a program. 

The point was made at each conference that something much broader than the 
previous program might be proposed—i. e., a program that would provide com- 
prehensive medical and hospital care for all dependents of designated members 
of the Armed Forces. It was agreed, however, that the conferences had not 
been called to consider a program that would go beyond the previous province 
of interest—maternity and infant care. 

The results of the conferences are summarized in a series of broad policies. 
These may be considered as guiding principles in the formulation of a future 
program if and when such a program is to receive consideration. In the com- 
ments that accompany each statement of policy, an attempt is made to include 
such dissenting views as were expressed by members of the conferences. 


GENERAL POLICIES SUGGESTED FOR CONSIDERATION 


1. The need for a program.—The extent of probable need for a program of care 
for wives and infants of enlisted men should be given careful consideration, 

Comment.—The persons consulted urged that no program should be initiated 
until the evidence of need is apparent. 

2. The initiation and duration of a program.—A new program, if established, 
should not become effective until 60 to 90 days after the authorizing legislation 
and should be terminated at the end of the national emergency proclaimed by 
the President on December 16, 1950. 

Comment.—Without any dissent the conferences agreed on the high value of 
a period of at least 60 days to prepare for administration and to acquaint all 
parties concerned with the program. That “hardship cases” would occur during 
this period was granted, and it was agreed that such cases would call for 
special consideration. But there is one experience with the previous program 
that stands out—the difficulties encountered by many State health agencies in 
attempting to cope with mountains of applications while, at the same time, try- 
ing to perfect an administrative mechanism. Adding to the confusion was the 
lack of a preparatory educational program to acquaint patients, physicians, 
hospital administrators and others with the details of the program. 
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Attention was given, also, to the date of termination. A policy should be 
worked out whereby the program would be terminated, taking into consideration 
a time period that would not work a hardship on patients already under care. 

3. Individuals to be covered.—Coverage should include the wives and infants 
of enlisted men eligible for dependent’s allowances [pay grades E1—-E7] and un- 
married mothers and their infants if the father of the child is in military service 
and paternity is acknowledged or is legally established. 

Comment.—During World War II a number of changes were made in the 
groups included in the program. With the adoption of recent legislation rela- 
tive to dependents’ allowances a more stable pattern has been established. To 
base eligibility for care under a future program on eligibility for dependents’ 
allowances simplifies the process of administration. 

4. Scope of services to be provided —(a) Medical, nursing, and hospital care 
should be provided for the mother during pregnancy, labor, and the postpartum 
period up to 6 weeks following delivery and up to 1 year following delivery for 
any complication resulting from pregnancy or labor. 

(b) Medical, nursing, and hospital care, including well-child supervision, 
should be provided for infants during the first 2 years of life. 

Comment.—The above policy would expand somewhat the scope of the former 
services. Relative to the mother, the previous rule that limited services for 
complications that occurred within 6 weeks following delivery worked a hard- 
ship on certain cases. Some complications may make their appearance after 
a longer lapse of time and for this reason the period of 1 year was recommended. 

The pediatricians emphasized the importance of continuing service to infants 

beyond the period allowed under the former program, i. e., the first year of life. 
It was agreed that services embracing the first 2 years of life would cover more 
satisfactorily many of the early problems of child care and development. 
5. Administrative agencics.—The responsibility for administration should be 
vested in the Children’s Bureau of the Federal Security Agency and in State 
health agencies which would administer the program under pians approved by 
the Children’s Bureau. 

The Children’s Bureau should consult with appropriate advisory groups be- 
fore regulations are promulgated. 

State health agencies should decentralize administration, insofar as feasible, 
to local health units and should explore the possibility of utilizing the services 
of voluntary agencies which might contribute to more efficient administration. 

Comment.—The policy stresses certain important features of administration. 
A single Federal agency and, in a State, a single State agency should be assigned 
administrative responsibility for any new program. In preparing the details 
governing the approval of State plans the Federal agency should consult with 
appropriate advisory groups. This is a policy that has demonstrated its great 
value in all of the Children’s Bureau programs of the past. 

The principle is stressed that, wherever feasible, administration in the States 
should be localized. The patients receiving services will be treated by local 
physicians and in local hospitals. Close association between the administration, 
the patients, and the vendors of services will result in fewer misunderstandings 
and a more satisfactory service. 

Finally, the policy gives recognition to the fact that there have been certain 
major developments in the general organization of medical care since the pre- 
vious program was initiated. Voluntary prepayment health agencies such as 
Blue Cross, Blue Shield, group health associations and others have been organized 
in many communities. What such agencies might offer should be explored in the 
States with a view to determining how they might participate in a more economi- 
cal and efficient administration 

6. Pinancing the program.—tThe program should be financed by Federal funds 
with the Congress authorizing appropriations in the amounts needed. 

Federal funds should be appropriated in the amounts needed for grants to the 
States for the provision of the services outlined in 4 (p. 6*), and for the ad- 
ministrative costs of the Children’s Bureau and of the State health agencies. 
States should be free to use State or local tax funds to supplement the services or 
the rates of payment for the services under the program. 

Administrative funds should be available to the Children’s Bureau and the 
State health agencies at least 60 to 90 days before funds are allocated for the 
provision of services. 

The methods of allocating and paying funds to the States for the provision of 
services developed under the previous program should be used. 


*See 4 above. 
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Comment.—The need for adequate Federal appropriations to provide for the 
services described under 4 is stressed. It is emphasized, at the same time, that 
flexibility should be allowed to the States to expand the scope of the services and 
to increase rates of payment through the use of State or local tax funds. 

Adequate administrative funds for the crucial 60 to 90 days before services start 
offer the only assurance that the program will begin without one of the major 
complications of the previous program. The funds should be used for an inten- 
sive period of recruitment and training of administrative personnel, the prepara- 
tion of simplified records of services and payment, information to the recipients 
and the vendors of services, and meetings with appropriate advisory groups. 

7. State plans.—In addition to the scope of services contained in 4 (p. 6*), 
for the individuals described in 3% (p. 6*), the plans submitted by the State 
health departments should provide for the following: 

(a) Hospital standards: Hospital standards should show that adequate provi- 
sion is made for safeguarding hospital maternity and infant services. 

Comment.—Dnuring the past decade enormous progress toward the improvement 
of hospital facilities has been made in the States. Through licensing laws and 
educational programs the States are in a much better position than they were 
at the beginning of the previous program to work out State plans that will assure 
au satisfactory quality of hospital facilities. 

(b) Medical standards: Medical standards should show that adequate provi- 
sion is made for safeguarding medical maternity and infant care, including the 
inethods established for making available consultation services to attending phy- 
sicians by qualified consultants, 

Comment,—As in the previous policy, the emphasis on medical standards is 
intended to safeguard the quality of the services. It is expected that the State 
health agencies in developing medical standards will work in close harmony with 
the advisory group of the State medical profession. 

(c) Appeal or review boards: The method of appointment and the use of ap- 
propriate State appeal or review boards, available to individuals desiring or 
receiving care or to vendors of medical or hospital care, should be described. 

Comment.—The privilege of appeal is a precious one and should be assured to 
the vendors and recipients of services. It is assumed that appeals involving 
professional matters will be heard by boards qualified to make decisions based 
on professional knowledge. Appeals involving administrative decisions or ac- 
tions should be heard by boards representing the vendors of service and the 
public. 

(d@) Payments to hospitals and physicians: (1) No payment should be made 
for services provided by military personnel nor for services provided in military 
hospitals. 

Comment.—It is important that a new program should not duplicate service 
that may be available within the Military Establishment. 

(2) Hospitals should be paid on an inclusive per diem rate established by the 
reimbursable cost method. There should be no maximum State rate but a maxi- 
mum payment should be established for any specific hospital when the State 
agency, after consultation with an advisory committee, determines that the 
hospital’s rate is excessive. 

Consideration should be given to separate payments to hospitals for the care 
of the newborn. 

Comment.—As a method of arriving at a fair payment to hospitals the prin- 
ciple of reimbursable per diem cost has received the general approval of hospital 
administrators. However, in the course of conferences where this matter was 
considered, it was stated that in at least one State the hospital association is 
opposed to payment on a cost basis and prefers payment according to the itemized 
charges for services made by each hospital. 

The reimbursable cost method, as used in the previous program, as well as 
in a number of other programs, is based on a hospital’s operating costs over 
a period of time. In this way the average cost per patient is computed and it 
is this cost that is allowed. 

During the course of the former program, changes were made in the elements 
that comprise the formula. Those who gave general approval to the principle 
of reimbursable costs emphasized that the approval was based on the assumption 
that the elements of past or existing formulas would be reviewed and, where 
indicated, changes would be made. 

In some of the States payments to hospitals were limited by a State ceiling. 
This was condemned as an arbitrary action that violated the principle of the 
reimbursable cost method. In order to provide some protection, however, the 
policy with respect to excessive costs in a particular hospital was included. 


*See p. 28. 
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The custom of hospitals charging a single rate for the care of the jmother 
and her newborn infant is undergoing rapid change. Modern standards with 
respect to the care of the newborn have increased hospital costs. For this 
reason more attention should be given to the subject of separate payments. 

(3) Hospitals should agree to provide all services needed by the patient, 
which customarily are provided by the hospital, for the per diem rates estab 
lished. Patients should be accommodated in semiprivate, multiple-bed accom- 
modations not to exceed six beds in a room unless either the lack of availability 
of such beds or the medical need of the patient makes it necessary to use a single- 
bed room. 

Comment.—The above policy in applying the reimbursable cost formula also 
specifies the type of accommodation that, with the exceptions stated, patients 
will receive. The policy is given further consideration in 5 (p. 6*). 

(4) Physicians should be paid reasonable rates established by a State health 
department in consultation with an advisory committee, such rates to be in 
accordance with the general policies of the Children’s Bureau formulated after 
consultation with an appropriate advisory comnnittee. Provision should also 
be made for appropriate additional payments, after review by an advisory com- 
mittee, for cases requiring an unusual amount of medical care. 


Comment It is generally agreed that any schedule of rates adopted during 
the period of the previous program would not be applicable to the situation that 
exists in 1951 It may be assumed, therefore, that the consultations of the 


Children’s Bureau with an appropriate advisory committee, as well as more 
adequate information concerning current rates being charged, would result 
in higher rates for any future program 

Some discussants hoped that differential rates to physicians could be developed, 
i. e., different rates between States, or according to geographic areas; different 
rates for urban and rural practitioners within a State. Previous experience 
throws some light on this complex problem. 

rhe prevalent opinion that the Children’s Bureau established a flat rate of 
payment for services across the country is in error. At the start a range of 
rates Was permitted: an early information circular stated that the care rendered 
by general practitioners for mater nity eases “averaged S35 per case in the various 
States.” A few States in the “low fee area” of the country adopted a $25 rate 
ut almost immediately four-fifths of the States established the $35 rate. In a 
short time the “low-fee” States increased the rate to 835 and what was presented 
as an average became, by State actions, the standard. Later, certain of the 


if 


higher-fee” States requested that they be permitted to pay S50; approval by 
the Children’s Bureau resulted in a rise to this rate in all of the States. 


During the course of the former program no State offered a plan of differ 
ential payments according to the urban and rural locations of the physicians 
roviding services. This experience is comparable to that of the existing State 


wide voluntary medical service plans that pay the same rates regardless of 
ns’ urban or rural locations 
») Physicians and hospitals participating in a future program should agree 
with the State agency not to make any charges to the patient or family for 
services provided under the program 

( ! In the discussion of this policy, which was applied in the previous 
program, some discussants suggested: (a) That when in a physician’s judgment 

patient or family is able to pay a fee greater than that allowed by the pro 
sram, the physician should be permitted to collect the established fee from 
the program and an added fee from the patient or family; (0) that patients or 
families should be permitted to make additional payments to hospitals for room 
accommodations not included as a part of the program, i. e., pay the difference 
between the program’s established rate and the hospital's charges for a private 
single-bed room 

The policies here recommended declare that hospitals should be paid on a 
basis of reimbursable per diem cost and that physi ians should be paid reasonable 
rates. In the light of these policies the suggestions should be considered in 
terms of the purposes of any future program 

If a program is adopted, its primary purpose is to relieve the economic and 
psychological burdens that arise from the needs for maternity and infant care. 
Among the wives and infants covered, there are undoubtedly some whose eco 
high. But, considering that it is the younger age group that is 
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in the services, the overwhelming majority would not be classified as 
eing il gher income groups at the time they entered service. It is the 
overWhelming majority that the program is intended to serve 

*See p. 28 
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It was stated in the conferences that additional payments to hospitals would 
be unfair without similar permission for added physicians’ fees. The statement 
is logical; it gives added weight to the policy that those who apply for services 
do so on the basis that the program shall provide full protection. 

(6) State health agencies, in making payments for medical or hospital care 
to participating physicians and hospitals, when the family has insurance that 
pays the physician or hospital for such services, should pay the difference, if 
any, between the program’s rates and the amounts received by the physician or 
hospital from the insurance plans. 

Comment.—One of the major changes that has taken place is the widespread 
coverage of subscribers by voluntary insurance plans for hospital and medical 
care. How many dependents of the members of the armed forces continue to 
be covered by the plans is unknown. 

It was stated by Blue Cross officials that if the above policy were adopted, 
they and other voluntary insurance plans might prefer to reduce the premiums 
for the families of enlisted men by removing the coverage for maternity care. 
The same officials also stressed the possibility that their agency might be 
utilized as a part of the administrative process (see 5, p. 6*). 

In the event that the Congress decides to initiate a program comparable to 
the former program, the preceding policies are presented as a broad frame- 
work. It is obvious that decisions concerning the many details that are in- 
volved in administration, financing, and the assurance of a high quality of 
services remain as subjects of further discussion with many advisory groups. 


LIST OF PERSONS IN ATTENDANCH AT MEETING, APRIL 4, 1951, TO REVIEW REPORT OF 
CONSULTATIONS ON THE CHARACTERISTICS OF A POSSIBLE MATERNITY AND INFANT 
CARE PROGRAM 

Dr. Philip 8. Barba, American Academy of Pediatrics 

George W. Cooley, Council of Medical Services, American Medical Association 

Dr. Woodruff L. Crawford, maternal and child health committee, Council on 
Medical Services, American Medical Association 

John Haves, American Hospital Association 

Ray Kneifl, Catholic Hospital Association 

a Lyons, Protestant Hospital Association 

Rev. Donald MeGowan, National Catholic Welfare Conference 

W illiam S. MeNary, Blue Cross commission 

Dr. John D. Portertield, Association of State and Territorial Health Officers 

Dr. Edward R. Schlesinger, Association of Maternal and Child Health and 
Crippled Children Directors 

Dr. Milton Terris, American Public Health Association 

Dr. Nathan Sinai, Consultant to the Children’s Bureau 

Dr. Clarence Webb, Liaison representative between Children’s Bureau and the 
American Academy of Pediatrics 
Dr. Extor. In offering this statement, I want to state clearly that 

the organizations and individuals participating in the discussions did 

not by reason of such participation bind themselves in any way to a 

position for or against the establishment of a maternity and infant- 

care program. They considered only general policies and principles 
of how such a program could be administered. 

At the time of these discussions, we did not have the data on need 
which I am presenting to you today. We in the Children’s Bureau, 
and in the Federal Security Agency, believe that data presently avail- 
able, especially from the Red Cross and the De ‘partment of Defense, 
demonstrate the great desir: ibility of a maternity and infant-care 
program for wives, babies, and preschool children of enlisted men at 
this time. We know also that there are many whose needs do not be 
come known to agencies until a program is established. We strongly 
recommend the establishment of such a program as proposed in these 


bills. 
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I would like now to discuss specifically some of the provisions of the 
proposals before you. I would like first to endorse the approach of 
S. 2337 for complete Federal financing of such a program as was done 
last time. The need for the program grows out of the required mili- 
tary service given by our young men to our country. There should not 
be State by State variations in the services which are made available 
to their wives and children, other than such minimum variations as 
are unavoidable because of differences in available resources. 

The conditions of plan approval in S, 2337 seem to me to provide a 
reasonable basis for carrying out the principles which were developed 
as a result of our discussion last spring, to which I have already re- 
ferred. 

A particul: arly good feature of S. 2337 is the provision for a “get 
ready” or “tooling up” period, during which administrative funds 
will be available for setting up the plan of operation. During this 
period, there will be opportunity for consulting with appropriate ad- 
visory groups. Agreements can be worked out by State and local 
agencies with doctors, hospitals, and voluntary agencies and organiza- 
tions in position to provide service. Many ‘of the criticisms which 
arose in the early days of the previous program could have been 
avoided if there had been opportunity for this kind of planning. 

One of the subjects which was discussed at the ¢ ‘onferences held last 
spring was how the voluntary nonprofit health and medical agencies 
or organizations could be of he ‘Ip in the administration of a maternity 
and infant-care program for wives and infants of enlisted men, if 
such a program were to be enacted by the Congress, No specific plans 
for such participation were developed, but under S. 2337 the planning 
for utilization of such agencies would be the responsibility of the State 
health departments, and would be set forth in the State plans. 

Under such arrangements, the public agency administering the pro- 

gram must, of course, be in a position to t: ake full responsibility for 
Si safe arding standards of care, for protecting the rights of the bene- 
iaries to the service, and for economy and efficiency of operation. 
Dine all costs of administration should not be increased or the effec- 
tiveness of the program cut down, S. 2337 would permit State health 
igencies to utilize voluntary agencies and organizations in the ad- 
ministration of the program, consistent with this responsibility. 

State health agencies will be responsible for establishing methods 
of paying for services which will result in reasonable costs under the 
program. In establishing such methods, the State agencies will need 
to consult with advisory groups within the State, and these advisory 
groups are provided for in the bill. 

Che Children’s Bureau, in consultation with the National Advisory 
Council, which is also provided for in the bill, will have responsibility 
for establishing the criteria which will be used as the basis for evalu- 
ating State plan provisions and for the purpose of controlling over-all 
cost of the program. 

Phe prince iple that payment for hospital services for maternity care 
or care of sick infants should not exceed the cost to the hospital of 
providing such care was well established in the World War II pro- 
gram. Certain kinds of maximum limits will probably have to be 
placed on the amounts that can be accepted as reasonable, within the 
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State plan, for physicians and other services. These maximum limits 
would be arrived at after consultation with the professions involved. 
They should provide adequate compensation for the services rendered, 
but would certainly be less than the top fees which might be paid for 
such services under the customary sliding scale of fees. 

We estimate on the basis of present costs of medical and hospital 
care that approximately $25,000,000 will be needed to carry the pro- 
gram for the first year. This includes the 3 months get-ready period. 
This estimate assumes that military personnel and military hospitals 
will continue to provide care at the present level. The proportion of 
eligible wives and infants who will apply for and receive care is based 
on the experience of the EMIC program of World War Il. The full 
cost of State and Federal administration is included in this amount. 

Senator Lenman. As I understand it, this provision for the get- 
ready, or tooling-up period would simply mean that the Federal Bu- 
reau would allocate to the States certain funds which would permit 
them to get their organizations set up to plan and to prepare for the 
administrative operation of the plan. 

Dr. Exror. That is correct, and that is provided for in S. 2337. 

Senator LenmMan. Senator Hill? 

Senator Hin. Let me ask you this question, Doctor. I notice that 
the bill to which you have addressed yourself, and to which you lend 
your support, applies to three higher pay grades than the legislation 
we had during the last war. Have you been able to make any kind of 
study of how “these pay periods compare so far as financial return is 
concerned to the pay of men and families out of the Armed Services, 
that is. in industry, or business, or other civilian endeavor / 

Dr. Extor. No, I have not undertaken to make such a comparison 
at thistime. We could do so again and provide that. 

Senator Hitt, Take the man in the fifth pay grade, he was not cov- 
ered before, was he? 

Dr. Exzor. That is right. 

Senator Hiri. He has an average base pay of $1,896, and he has a 
monthly allowance of $67.50 for one dependent or two dependents, 
which would give him altogether as I figure it $2,706. That is not 
a very large income. Of course, we must realize, though, that this 
man in the Army, so far as he is concerned, has every necessity met. 
The Government buys his food and his uniform, and provides his 
housing, and certainly all his medical care and attention, and then 
even the things he buys at the post exchange he buys at cost and free 
from any tax of any kind, is that not true? 

Dr. Exsor. That is right. 

Senator Hin. So I wonder how his status would compare with 
what his income might be in civilian life. Here is where this bill 
differs, as I understand, in one particular, from what we had in World 
War IT. 

Dr. Exior. That is right. 

Senator Hitx. I do not know whether you might get some figures 
from the Census Bureau. 

Dr. Exzor. We would be glad to see if we can get them and submit 
them to the record. 
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(The information is as follows :) 


Income of civilian families in 1950, by number of children under 18 years of age, 
for the United States 

Median 

money 

income 


Total, civilian families__- as oe pO 


Families with no children es ee ae daha ae 
Families with 1 child Ste JA Se a Sc 
Families with 2 children___ k ashe ee So Ant hace Wee 


Families with 3 children git Gg ae St ee 3, 346 


Source: Bureau of the Census. 


Senator Hint. When you get into the pay grade 6, it goes higher, 
eS also in pay grade 7, it goes higher. In the seventh pay grade, 

he pay would be about, as I figure here from the figures before me, 
of ™},600 a vear, 

Dr. Exior. I would be very glad to submit those with the other 
figures. 

Senator Hinz. You have confined your testimony, and for good 
reasons, to maternity and infant care. I notice the bill also provides 
for hospital care for dependents. I suppose we will have other wit- 
nesses on that. 

Senator Leuman. Yes. Dr. Eliot brought out in her statement 
that she was addressing herself to title I of my bill. 

Senator Hint. And for good reason. You think a shoemaker ought 
to stick to his last. 

Dr. Exior. That is right. Iam sorry I did not have the figures on 
the question of the total pay of these men, but we will see that you 
get a statement for the record. 

Senator Lenman. Dr. Eliot, on page 6 of your statement you 
pointed out that Federal funds appropriated for the maternity and 
child health program for the fiscal year 1952 is $12,524,000, 

Can you give us any information as to how that is being appor- 
tioned among the States? 

Dr. Exior. The money for the maternal and child health program 
is apportioned among the States in accordance with a formula that 
is laid down in title V, part 1 of the Social Security Act. Half of the 
money is distributed on the basis of the ratio of live births in each 
State to the total number of live births in the country. 

The second half of this amount of money is distributed to the States 
without matching by the State on the basis of the financial need of the 
State to carry out its own plan. A formula has been set up under 
regulations by the Federal Security Administrator and the money is 
distributed in that way. But it is done in accordance with conditions 
set up in the Social Security Act. 

Senator LeuMan. Any further questions, Senator? 

Senator Hitt. No; I think not. Of course, it is difficult to know 
how the bill will come out. We are certainly going to raise the pay 
and perquisites of the men in the Armed Forces. The House of Rep- 
resentatives, as you know, has already passed a bill giving rather sub- 
stantial raises. Of course, until that legislation is acted upon finally, 
we will not know what the pay raises are, but they will affect the pay 
scales. 

Dr. Extor. That is right. 
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Mr. Merktesoun. Would the $25,000,000 that you estimate in the 
last paragraph of your statement as the cost of the program be in 
addition to the $12,000,000 now appropriated for maternal and child 
health ¢ 

Dr. Extor. Yes; it would be. The $12,500,000 that I referred to 
here that is appropriated under the Social Security Act is already 
almost completely earmarked for programs in the States, and it would 
mean stopping a great deal of the current work if that money were to 
be diverted to the care of wives and children of servicemen. 

Senator Hintn. Furthermore, that $12,000,000 some-odd is matched 
by State funds? 

Dr. Ex1sor,. Half of it is matched by State funds; half of it is not 
matched. 

Senator Lenman. A large part of it goes to pay for services other 
than those outlined in S,. 2337? 

Dr. Ex1ror. That is entirely correct. 

Senator LenMan. So it would not be an addition to that fund. It 
would be a new activity or a new responsibility which the Govern- 
ment recognized and wished to discharge through the States; is that 
correct ¢ 

Dr. Exior. That is correct: just as in World War II the Govern- 
ment recognized an additional responsibility and appropriated addi- 
tional funds. 

Senator Lenman. During World War II, or rather at the time the 
EMIC was enacted in the Congress, there were ¢ conaht allotments paid 
to the State for maternal and child-care work; were there not / 

Dr. Exror. Yes; that is correct; under the same law that this $12,- 
500,000 is now made available to the States. 

Senator Lenman. Are there any further questions / 

Senator Hini. No; thank you. 

Senator Lenman. Thank you very much, Doctor. 

Dr. Ex1ror. Thank you, sir. 

(Dr. Ehot furnished the following statement for the record :) 


REPORT PREPARED BY THE CHILDREN’S BUREAU SUMMARIZING THE RESULTS OF A 
STupy OF NEED FOR MATERNITY AND MEDICAL CARE FOR SERVICEMEN’S DEPEND- 
ENTS MADE BY THE AMERICAN Rep Cross AT THE REQUEST OF THE CHILDREN’S 
BUREAU 

(Report cleared for accuracy with and approved for this purpose by the American 

Red Cross) 


The American Red Cross is the largest voluntary organization serving de- 
pendents of men in the Armed Forces. During the present emergency, there has 
been a striking increase in the number of requests from wives for assistance in 
arranging and paying for maternity care and for their children’s medical care. 

By policy, the Red Cross provides financial assistance on the basis of need to 
wives and children of members of the Armed Forces (1) by the use of chapter 
funds for basic maintenance during the period pending first receipt of family 
allowance or allotment and during the periods when such payments as may be 
due are delayed or interrupted, (2) by the use of chapter funds or by referral 
to other resources for emergency needs which arise at any time during the 
period of miltary service. 

Emergency needs are defined by the Red Cross as those needs that are urgent 
and require immediate attention as distinguished from those that are desirable 
but do not require immediate attention. Accordingly, medical care needed in 
relation to pregnancy is not regarded as an emergency except as unforeseen de- 
velopments might result in an emergency. 








36 HEALTH CARE FOR DEPENDENTS OF SERVICEMEN 


A comparatively small number of chapters give financial assistance beyond 
basic maintenance and emergency needs. On the whole, however, Red Cross 
chapters have been finding it increasingly difficult to meet even emergency needs, 
and expenses for maternity care are being met only in the absence of other avail- 
able resources. 

During the 9month period ending March 31, 1951, there was a 30-percent 
increase over the comparable period ending March 31, 1950, in expenditures by 
the Red Cross for the emergency needs of wives and children of servicemen. 

The Red Cross made a study of its March 1951 experience for the purpose of 
finding out how many requests were coming in for help in obtaining maternity 
care for wives of servicemen and medical care for servicemen’s children under 
18, and the number of such instances in which financial assistance was given 
under Red Cross policies. The following data were requested : 

1. Actual or estimated number of total requests received for help in obtaining 
maternity care for wives or servicemen during March. 

2. Actual number of cases given Red Cross financial assistance in obtaining 
maternity care for wives of servicemen during March. 

3. Actual or estimated number of requests received for help in obtaining 
medical care for servicemen’'s children under age 18 during March. 

4. (a) Actual number of cases given Red Cross financial assistance for medical 
care of servicemen’s children under age 18 during March. (b) Number of chil- 
dren so assisted. 

5. (For chapters only.) Total number of requests for information and limited 
service plus total cases served during March for active service only. 

Red Cross chapters are classified into five groups according to the size of the 
cities under their jurisdiction. For the purposes of this study, they were further 
classified according to whether they were or were not adjacent to military 
installations. 

The plan for the study called for 100-percent participation on the part of all 
chapters in groups I and II which cover large urban areas and all American Red 
Cross field directors in domestic military installations and hospitals; and approxi- 
mately 10 percent of chapters in groups III, IV, and V selected to give as repre- 
sentative a sample as possible of all chapters in these groups. 


Total num Chapters reporting 
ber of ca eee 


chapters : 
on Number Percent 


Group I. Chapters having jurisdiction over cities of 500,000 


population or more 16 16 100 
Group II. Chapters having jurisdiction over a territory with 

1 or more cities of 100,000 to 500,000 population. -- Sl 81 100 
Group IIT. Chapters having jurisdiction over a territory with 

1 or more cities of 25,000 to 100,000 population 271 43 16 
Group IV. Chapters having jurisdiction over a territcry with 

1 or more cities of 10,000 to 25,000 population 477 62 13 
Group V. All other chapters 2, S86 279 10 





Data from this study show that requests for help in obtaining maternity care 
or medical care for children represented 1 in every 13 requests for help from 
the Red Cross chapters for service in cases of active servicemen. The small- 
est chapters (group V) received proportionately more such requests—1 out of 9— 
than the chapters in the other groups. 

Chapters in all parts of the country are receiving requests for help in obtain- 
ing maternity care or medical care for servicemen’s wives and children. 
Chapters in the midwestern and Pacific areas had relatively more such requests 
in relation to total requests for service than chapters in the eastern and south- 
eastern areas. A substantial volume of requests are received in communities 
adjacent to, as well as those not adjacent to military installations. 

Over the country as a whole, Red Cross chapters and field directors at military 
Stations give financial assistance under the emergency needs policy, which 
does not regard pregnancy as an emergency except under situations where there 
are unforeseen developments which may result in an emergency, to about 1 out 
of every 11 requests for help in obtaining maternity care. For medical care 
for children the ratio is 1 out of 5. In general, the proportion of requests 
given financial assistance is higher in smaller chapters than in larger ones. 
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The ratio of cases given financial assistance to total requests for help in rela- 
tion to maternity and medical care for servicemen’s children at military installa- 
tions and military hospitals is appreciably lower than in most of the chapters. 
The difference between the types of request for Red Cross help in military and 
civilian communities, and military resources available, are probably the major 
factors which account for this. 

Some examples of the extent of variation are given below. In group I chapters, 
financial assistance in obtaining maternity care is given in 1 case out of every 
16 total requests for help in obtaining maternity care, and in group II chapters, 
the ratio is 1 to 21 whereas in group IV and group V chapters, the comparable 
ratios are 1 to 6 and 1 to 9. At military installations, the comparable ratio is 
1 out of 18; in military hospitals, 1 out of 25. In Pacifie area chapters, financial 
assistance is given about half as often in relation to total requests for help in 
obtaining materntiy care as in the other areas. 

With regard to medical care for children, again we find that the over-all ratio 
of 1 family receiving financial assistance for every 5 total requests for help in 
obtaining care covers varying situations. For example, financial assistance is 
given in 1 case out of 9 or 10 total requests for help in obtaining care in chapters 
in groups I and II, whereas in group IV and group V chapters, the ratio is 1 
out of 2 or 3 cases. 

More detailed data can be found in the following table summarizing the situa- 
tion in the month of March 1951, 


Number Number 
of requests of requests 
for help in Number for help in Number 
Red Cross chapters and services in military obtaining given obtaining given 
installations and hospitals maternity financial medical financial 
care for assistance care for assistance 
wives of servicemen’s 
servicemen children 
Total 9, 583 860 5, 235 1, 100 
Chapters 7, 940 753 4, 504 1, 057 
Military installations and hospitals 1, 643 107 731 43 
Eastern area. -. 2, 749 228 1, 752 381 
Southeastern area 1, 348 140 730 207 
Midwestern area 3, 681 376 1, 886 362 
Pacific area 1, 805 116 867 150 
Total chapters. -- 7, 940 753 4, 504 1, 057 
Group I 1, 369 84 843 &3 
Group II 1, 560 74 856 96 
Group LIT 1, 211 104 832 154 
Group IV 1,027 | 185 542 231 
Group V . 2, 773 306 1, 431 493 


Information obtained from the Red Cross area offices in January 1952 in- 
dicates that the situation in general has remained comparatively stable since 
the 1951 study was made, with some indications of spotty increases in the prob- 
lem. In the Pacific area, for example, there was an impression of a gradually 
upward trend in requests for maternity and medical care for wives and children 
of servicemen as the strength of the Armed Forces increased. 

On the basis of the March 1951 experience, it is estimated that the Red 
Cross through its chapters and field directors at domestic military installations 
and hospitals, receives about 170,000 requests a year for help from families of 
servicemen in obtaining maternity care or medical care for children. Under 
their financial assistance policy covering emergency needs, the Red Cross gives 
financial assistance to approximately 22,000 of these families. About 110,000 of 
these requests are in relation to maternity care, with financial help being given 
to approximately 10,000 cases. 

Many field directors and chapters participating in the study provided sig- 
nificant supplementary information known to them regarding the need for mater- 
nity and child care for wives and children of servicemen, the nature of resources 
available or unavailable, and community situations revealing unmet needs. 
Many of these Red Cross representatives are becoming increasingly concerned 
about the problems revealed. 
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Although there are great variations in the nature and extent of medical re- 
sources available to the families of servicemen, a substantial number of chap- 
ters and field directors report that there is an urgent need for assistance along 
the lines of that provided through the former emergency’ maternity and infant 
care program. Others report few unmet needs at the present time but state that 
any curtailment of medical care for families by the military would precipitate a 
very real problem. General concern is expressed over the increasing need that 
will accompany any eXpanded mobilization. 

In general, the care afforded by military hospitals at this time appears to be 
adequate to those dependents to whom it is available. However, these hospitals 
are easily accessible only to dependents living in adjacent communities. Many 
supplemental reports describe situations in which it is necessary for an expectant 
mother to travel for several hours by public transportation to obtain prenatal 
eare in a military hospital. In these situations the problem becomes more 
acute as the time of delivery approaches. For example, an Oregon chapter states 
that the nearest military hospital is 450 miles distant and the expense for travel 
and subsistence to obtain military medical care is almost as great as the hos- 
pital and doctor bills would be if the mother remained in her home county for 
continement. The same situation exists when children needing medical attention 
are too ill to be moved without medical supervision. The Chicago chapter also 
indicates that the travel time and cost of transportation to the Great Lakes 
Naval Hospital, if public transportation cannot be used, is prohibitive for many 
families living in the Chicago area and that many times the patient's condition 
is So emergent and the distance to Great Lakes is so great that she is taken to a 
local hospital and later transferred to Great Lakes. Similar situations are 
reported by chapters in different parts of the country 

Chapters in the larger and more populous communities generally report that 
community resources are more adequate for maternal and child care than in 
smaller cities and the more rural areas where more than three-fifths of the 
requests are received. Red Cross chapters attempt to help families to whom 
they do not give financial assistance to make satisfactory arrangements for 
payment of bills on a sliding scale. In many cases, however, even when costs 
are reduced, the servicemen’s pay and allotment are insufficient to cover both 
basic maintenance necessities and payment for anedical care. Pay increases 
have been offset by the rising living cost, making it difficult for families to 
manage. Wives of men in the lower pay brackets often cannot pay clinic fees, 
The subsistence charge of $1.75 per day at military hospitals also is beyond the 
means of many families 

In a good many States, servicemen’s families are ineligible for public assist- 
ance because present pay and allotment exceed the minimum income permitted. 
In others, residence requirements are such that nonresident families cannot 
be eared for in city or county hospitals. Moreover, many service families are 
reluctant to accept public care, as they have always been self-supporting and 
resent referral to public welfare agencies. Expectant mothers who are under 
the care of a private physician are often reluctant to change doctors, even when 
military or other free medical care is available. 

The problem of care of older children during the mother’s confinement is 
emphasized in a number of supplementary reports from both chapters and field 
directors. 

Reports received indicate that some chapters have been quite imaginative 
in the use of their own and other community resources. Many kinds of service 
and assistance have been given by the chapters, but there are clear limitations 
upon either continuing or increasing such assistance within the immediate fu- 
ture. Few if any Red Cross chapters have funds available to take care of any 
but the most emergent cases. Many of them are finding it difficult to assume 
payment of medical bills. In the event of further increases in the size of the 
Armed Forces, or if the services of military hospitals are curtailed, the burden 
upon chapters and other community agencies will become extremely heavy. 


Senator LeumMan. Dr. Baumgartner. 
Dr. BAUMGARTNER. Good morning, sir. 
Senator LeumMan. Will you identify yourself for the record, please 
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STATEMENT OF DR. LEONA BAUMGARTNER, ASSISTANT COMMIS- 
SIONER OF HEALTH, NEW YORK CITY HEALTH DEPARTMENT 


Dr. Baumcartner. I am Dr. Leona Baumgartner, Assistant Com- 
missioner of Health, New York City. I am happy to be here, Sen- 
ator, in my own behalf, so to speak, and happy to be here wearing 
three hats, which, I think, is quite a privilege for a woman, in 20 
minutes, for I am going to speak as an administrator of the EMIC 
program in the last war, and I am going to speak for the American 
Public Health Association, and I am also authorized to speak for the 
Child Welfare League of America. 

1 would like to speak first as an administrator, one who handled 
the EMIC program in New York City for a period of 6 years from 
1943 to 1949, when over 66,500 mothers and infants were cared for 
at a total cost of roughly $714 million. This number included 41, 
percent of the women who were cared for in the total national pro- 
vram. So, it gives you at least that much of a sample. 
~ In New York City the average cost per mother was $114.48 and, 
per infant, $95.53. The latter was used almost exclusively for the 
care of sick babies. 

We have made extensive studies of the distribution of costs in these 
cases, and these have been published in a scientific journal, reprints 
of which I am happy to leave for the study of the committee, if they 
so wish. 

(The reprint is as follows :) 


TDISTRIBUTION OF CosTS UNDER THE EMERGENCY MATERNITY AND INFANT-CARF 
PROGRAM WITH SPECIAL REFERENCE TO Costs OF MATERNITY CARE IN New York 
Cry 


(Vivian Pessin, Leona Baumgartner, M. D., *"APHA, and Helen M. Wallace, 
M. D., FAPHA,' New York City Department of Health) 


Providing adequate medical and hospital care for all who need it is one of 
the major problems of the American scene at the present time. During World 
War IT an opportunity arose to experiment through the Federal Emergency 
Maternity and Infant-Care Program (hereafter called EMIC) with a program 
that attempted to give complete service for a small segment of the popuiation re- 
quiring certain types of care. he program provided payment for medical, hos 
pital, nursing, and other necessary related services for pregnant wives and in- 
fants of men in the four lowest pay grades of the Armed Forces. The restriction 
to these pay grades of eligibility for care involved little administrative difficulty. 
Payment was made by the administrative agent (the state or municipal health 
department) directly to the individual or agency performing the service. No 
special service units were set up, but the services usually available in the 
community were used—i. e., private physicians, hospitals, and others rendering 
service were paid directly for the care given to the patient. The method of 
payment was essentially a “fee for service” one, although, because of the possi- 
bility of defining care around pregnancies as a unit and because of the limitation 
of service for the infant to the first year of life, an inelusive fee was set with 
the possibility of extra payment in unusual cases, 

The importance of studying critically such a program seems self-evident. The 
conclusions one may draw from a wartime experience may not, to be sure, be 
applicable at other times, but this program, using as it did the usual medical and 
hospital facilities available in all communities in the United States and its ter- 
ritories, is worthy of special study. In fact, one of the serious criticisms that 
might be leveled at this venture was that, apparently because of the wartime 
pressures, it was impossible concurrently to plan for and carry out widespread 
studies. At the inception of the EMIC program, in New York City, plans were 
made to collect certain data that might subsequently be analyzed. Previous 
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communications have thrown light on the completeness of reporting of fetal 
deaths,” the average length of time for which prematurely born infants were 
hospitalized,® and the costs of caring for premature infants... The present paper 
deals chiefly with the cost of maternity care, throwing light indirectly on the 
kinds of service that the maternity patient received, a subject which is more ade- 
quately dealt with elsewhere.* 

The New York City BMIC program was operated by the City Health Depart- 
ment from the program's inception on July 1, 1948, until June 30, 19. During 
this 6 year period, $6,151,010.62 was expended for the case of 53,728 maternity 
patients and $1,226,345.96 for the care of 12,837 infants, or a combined total of 
$7,.3877,356.58. The average cost per maternity case was $114.48, and per infant 
ease $95.53, in this 6 year period. 

ADMINISTRATIVE COSTS 


Of interest and importance to administrators is the administrative cost of op- 
eration of any program. The administrative costs of the program charged to 
federal EMIC funds amounted to $319,879, during the period from July 1, 1944, 
to June 30, 1949, covering 5 of the 6 years of the program's operation. During 
the first vear (July 1, 1948, to July 1, 1944), no funds were allocated for the ad- 
ministration of the program, and the staff of the City Health Department car- 
ried the load. Of this sum of $319,879, $269,849 (S4 percent) was expended for 
salaries of personnel (medical director, medical social worker, public health 
nurse, accountant, statistician, tabulating machine operators, clerks, typists, 
stenographers), and $50,080 (16 percent) for office supplies, equipment, record 
forms, rental of statistical machines, etc. The amount spent in New York City 
for administrative purposes from federal funds constituted 4 percent of the total 
federal EMIC funds expended. This amount is slightly larger than the national 
average of 2.5 percent,” possibly because of the greater number of calls for direct 
services from the administrative agency which had to be met in a locally ad- 
ministered program. 


AMOUNT OF PAYMENT FOR MATERNITY SERVICE 


1. Hospital Service 

Inpatient Care.—Inpatient hospital service was paid for on a cost basis" and 
a per diem rate was established for each hospital, The ceiling per diem rates 
which increased from $8.25 to $13.00 were established by selection of the rate 
under which 90 percent of the individual hospital’s per diem costs fell. Either 
the day of admission or the day of discharge of the patient was paid for, but 
not both days. The length of stay in the hospital for each patient was determined 
solely by the individual patient’s condition and need, as determined by the at- 
tending physician. 

Outpatient Care—Onutpatient visits were paid for on a cost basis’ and a per 
visit rate was established for each hospital. ‘he ceiling per visit rate was $2.50, 

Vedical Nervice 

A physician in general practice was paid a flat fee of $50 for complete ma- 
ternity care, including at least 5 antepartum visits; care during labor, delivery, 
and the hospital post-partum period; and a final postpartum examination at ap- 
proximately the 6 week postpartum. Additional payment was made to the phy 
sician on a Visit basis for the home and hospital care of non-obstetric intercur- 
rent illness during the ante-, intra-, or postpartum periods.* After December 15, 
1944, all physicians who were qualified obstetricians * received fees 50 percent 
higher than those stated above for general practitioners. 

Consultation Service 

Consultation service by qualified specialists was paid for on a visit basis or, 
when specific service such as an operative procedure was performed, on a flat 
fee basis ° with fees varying from $37.50 to $75.00. Payments for consultants’ 
Visits were as follows: 
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The amount of consultation service given was determined by the attending 
physician and consultant, and was based upon the patient’s condition. 
4. Nursing Service 

Bedside nursing service was paid for at rates in accordance with those estab- 
lished by the local districts of the New York State Nurses Association and 
increased from $6 and $8 in 1948 to $10 and $12 after 1945, for S-hour and 12-hour 
duty. The amount necessary was determined by the attending physician based 
upon the patient’s needs. 

Home nursing visits by members of the visiting nurse associations were 
paid for on a cost basis at $1.50 per visit. 
5. Miscellaneous Services 

Other services such as blood, plasma, ambulance, oxygen, unusually expensive 
drugs, were paid for at the prevailing market rates with ceilings established. 


SAMPLE AND MATERIAL STUDIED 


The sample selected for this report consists of 22,948" maternity patients 
receiving complete care under the New York City EMIC program including 
medical care by a private attending physician and hospitalization, and whose 
cases were closed—i. e., all bills were paid—in 1945 and 1%46. Some aspects 
of the medical care of this group of maternity patients are reported elsewhere. 
This sample represents 43 percent of all pregnant women who received maternity 
care under the EMIC program during its 6-year period of operation. 

The materials used for analysis were the payments made to doctors, hospitals, 
etc. These, for the most part, reflect directly the services which the patient 
received, There is one important exception. “Operations” and “visits” were 
paid for separately only when performed by a qualified consultant called in by 
the patient’s own physician, Obviously the same services were performed in 
many cases by the qualified obstetricians who were caring for their own patients. 
But for administrative purposes it is important to know what provision needs 
to be made for payments for special services. Therefore, the analysis of cost 
and not service figures is valuable. 


UTILIZATION OF SERVICES 


All cases were under the care of private physicians and were hospitalized, 
since the series studied was limited to such cases. In over 5 percent of cases 
operations were performed by consultants called in by the attending physician. 
our percent were patients seen by an outside consultant ; 3 percent had benefit 
of services such as the provision of drugs, ambulance service, ete.; 1 percent 
had supplementary medical care for intercurrent illness; and 1 percent were 
given transfusions or plasma. Each of the remaining services (out-patient 


' Credit is also due to Frieda Greenstein and Molly Park for their assistance in compiling 
the data, and to the EMIC office staff, especially Ann Eisenstadt and Beatrice F. Mandell, 
without whose devoted services these studies could not have been maintained. 

*Baumgartner, L., Wallace, H. M., Landsberg, E., and Pessin, V. The Inadequacy of 
Routine Reporting of Fetal Deaths. A.J. P. H. 39: 1549-1552 (Dec.) 1949. 

* Wallace, H. M., Baumgartner, L. and Park, M. L. The Average Length of Stay In 
the Hospital of Intants Born Prematurely. Pediatrics 1: 66-68, 1948. 

* Wallace, H. M., and Baumgartner, L. The Care of Premature Infants In New York 
City. A.J. P. HW. 39: 845-853 (July) 1949. 

®* Pessin, V., Wallace, H. M., and Baumgartner, L. Medical Care of Maternity Patients 
Under the Emergency Maternity and Infant Care Program (EMIC) in New York City. 
A. J. P. H. 41, 4: 402—409 (Apr.) 1951. 

“Eliot, M. M., and Friedman, L. R. Four Years of The EMIC Program. Yale J. 
Biol. & Med, 19 : 621—635, 1947. 

™New York State Department of Health. Information on Purchase of Hospital Care, 
The Federal Emergency Maternity and Infant Care Program, The New York State Plan. 
Revised Jan. 1, 1946, 11 pp. 

SA qualified obstetrician was defined as follows: (@) Physicians who were diplomates 
of the American Board of Obstetrics and Gynecology; or (b) Physicians who presented 
evidence that their training and experience were the equivalent of training and experience 
required for admission to the examination of such specialty board, as determined by the 
EMIC Obstetric Advisory Committee to the Commissioner of Health. 

* New York City Department of Health, Bureau of Child Hygiene. Information Guide 
for Physicians—Emergency Maternity and Infant Care Program. July 1, 1945, pp. 1-15 

” Of the 31,378 maternity cases closed in 1945 and 1946, 19 percent received care as 
clinic and ward patients. Another 6 percent had an attending physician, but did not 
receive complete care. The remaining 75 percent were attended by private physicians and 
received complete care. The latter group, consisting of 23,388 cases, is composed of 
22,948 who had hospital and medical care and whose costs are herein analyzed: and an 
additional 440 whose hospitalization was not paid for by EMIC or who were not 
hospitalized. 
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hospital care, bedside nursing, and nursing | e visits) was received by less than 
1 percent of the cases 

The percentage of women who had these a1 y services increased sharply 
with the cost of the case; that is, the expensive cases not only had more of 
the same kinds of service as the inexpensive cases, but also more kinds of 
services. The omission of the auxiliary services from the program would have 
affected the patients who needed help most (i. e., those whose bills were high) 
proportionately more than those whose bills were low. For example, in the 
most expensive group ($200 and over), 52 percent had operations; 28 percent 
consultations; 26 percent drugs, ambulance, etc.; and more than 10 percent 
each had transfuions, bedside nursing, and care for intercurrent illness. This 
contrasts with the less expensive cases (under $120), of whom less than 1 per- 
cent had any of the listed auxiliary services. 


TABLE 1 Emergency maternity and infant-care program cost analysis of ma 


ternitu rex receiving omplete care eases closed in 1945 and 1946, New York 


PER CENT OF COST PER CASE FOR STATED SERVICES, BY TOTAL COST PER CASE 


Potal cost px e (in dolla 
I 
\ { (M ll} 2 , 14 1) 200 and 
< ‘ “ 0 110.06 129.99 449 144.499 144.49 Ver 
9 4 De] ] ; 24. 18 s 44.4 67. 28 "LA. SI 
A ” x ” 100. 00 4 ” whem (* x mo OD 100. 00 
SE} t 
R 
. 9 ‘ 5 4 8, QS 24 4.13 2. X 
( 2 2 2 0. 02 hi 
I 
‘ ® 4 ) - o > 
\ ; 4 ' 2 21. 0 
S 
X 
{ " » . 4 
< « P m l 42 
‘ 0 41 l 
, , . 7 2. 24 
i phy 
Tani 2 [ crode j iernil and wjant-care program cost analusis of ma- 
ses receiving plete care cases closed i 19455 and 1946, New York 
Our 
AVERAGI OST PER CASE FOR STATED SERVICES, BY TOTAL COST PER CASI 
4 . 4 a Awa 
x , 29 9 ’ 40 HK 1.990 
¥ 24.18 38 44.4 72 265. 8 
Rr 
44 q 4.44 ~ x 4 s ow 
x 2 ) { 4 0. 6 Oo 
R 
* - 4 
\ oo ; ’ - - « se! 
- ? v / « 4 
“ ‘ 4 4 
x , ; 19 
$ , x ' ° 
ans 
€ ’ , j s 
DT a ' ( x 


HEALTH CARE FOR DEPENDENTS OF SERVICEMEN 


ANALYSIS OF COST PER CASE 





A total of $3,057,077.64 was expended for the care of this group of 22,948 
maternity patients, or $133.22 per patient. Payment for in-patient hospital care 
and obstetric care by the attending physician constituted the great bulk of the 
cost, 55 percent and 41 percent respectively, with very little spent for out-patient 
bospital care and medical care of nonobstetric intercurrent illness. Medical 
consultation service accounted for approximately 2.7 percent, nursing 0.4 per- 
cent, and miscellaneous services 0.6 percent (see Table 1). 

The costs and percentages of the total cost of the services show a definite 
relationship to the average cost per patient. Proceeding from the least to the 
most expensive group, the average cost of hospital care rose steadily from 
$42 to $139; the percentage of total cost remained between 52 and 58 except 
for the lowest group, which consisted mainly of municipal hospital ward cases. 
Thus, as the cost per case increased, there was a large absolute increase in the 
cost of hospital care, but little or no relative increase (see Table 2). 

Payments to the attending physician averaged close to $50 for cases costing 
under $130, and fluctuated between $55 and $62 for more expensive cases. This 
stability reflects the “fixed fee” policy for medical maternity care, under which 
the complexity of the case had only a minor effect on the size of the attending 
physician's fee. That the average cost of the attending physician's fee was close 
to $50 in most groups is a reflection of the fact that the majority of the maternity 
patients were cared for by attending physicians who were general practitioners. 

The percentage of funds expended for the attending physician's services 
(exclusive of additional payments for nonobstetric intercurrent illness) de- 
creased from 54 percent of the total for the least expensive cases (less than 
$100) to 21 percent for the most expensive group ($200 or more). 

The cost for other services was very low, absolutely and relatively, for cases 
costing less than $150. For more expensive cases, however, the cost for other 
services became substantial, accounting for 27 percent of the total cost of the 
most expensive group ($200 or more). 


DISTRIBUTION OF CASES BY COST PER CASE 


The modal cost p of cases, $120 to $130, comprised 21 percent of all cases, 
Three-fourths of the ses cost between S100 and $150. Seven percent cost less 
than $100 and only 4 percent cost more than $200. The cost per case ranged 
from $39.76 to $1,148.82. 

The least expensive case, costing $39.76, was for a patient who aborted early 
in pregnancy. 

The most expensive case ($1,148.82) was a patient who had a Caesarean sec- 
tion with postoperative pelvic phlebitis, pulmonary embolism, pleurisy, and pneu- 
monia. This patient was critically ill, but subsequently recovered. Every service 
offered by the program was used in the care of this woman, with the exception 
of out-patient visits; these services included care by a private physician ($50), 
hospitalization for 48 days ($811.82), consultation visits and operation by a 
consultant ($50), and ancillary services (at a cost of S737.50) including ambu- 
lance, oxygen, penicillin, and bedside nursing in the hospital by a private nurse 
and in the home by a publie nurse, 

The next most expensive case ($1,145) was a woman who developed a post- 
partum toxemia and who received continuous bedside nursing care for 23 days. 
Another patient ($1,105) had a Caesarean section, followed by pelvic peritonitis ; 
she was operated on subsequently for an appendiceal abscess; this patient re- 
quired 28 days of hospitalization, including 25 days of continuous bedside nursing. 


LENGTH OF IN-PATIENT HOSPITAL STAY 


The average length of hospital stay of this group of maternity patients was 
%.4 days. This figure represents the actual number of days hospitalized since, 
as previously mentioned, either the day of admission or the day of discharge 
was counted and paid for, not both. Approximately 50 percent of the women 
stayed in the hospital 9 or 10 days, and 21 percent stayed 8 days. Fourteen per- 
cent of the women stayed less than 8 days. and another 15 percent more than 
10 days. ‘The longest period of hospitalization in this group was 118 days. 


‘Wallace, H. M., Baumgartner, L., and Park, M. L. The Average Length of Stay In 
the Hospital of Infants Born Prematurely. Pediatrics 1: 66-69, 1948. 
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DISCUSSION 


Obviously, in any medical care program, expenditures for services rendered 
to the reeipients will depend upon several factors including method of payment 
and level of fees. In the New York City as well as in the federal BMIC pro- 
gram, it was possible to calculate the costs of some services given—for example, 
the per diem cost of hospital care in each participating hospital, and the cost of 
public health nursing visits to the patient’s home. For other services such as 
private duty nursing, oxygen, blood, plasma, ambulance, and drugs, fees were 
established based on the prevailing rates paid in the community. However, the 
problem of the method and amount of payment for medical care by the attending 
physician or by a qualified consultant, is more difficult to solve, primarily 


because there are no current data on the costs of the various types of medical - 


service. 

One might attempt to determine the current average fee collected in a given 
community and base payment on such a figure. This would lead+¢o a considerable 
variation in fees paid in different areas, particularly in rural and urban ones. 
In our experience the urban physician feels that his higher fees are justified 
because of his higher costs and greater contribution of his time to free clinie and 
ward services. It is our opinion that in the EMIC plan rural physicians com- 
plained less about fees than urban ones. The political difficulties, however, of 
paying doctors in one area more than in another are apparent. 

But in any event such a method still does not arrive at a “cost” figure. An- 
other approach would be to attempt to arrive at the “cost” of services rendered 
by physicians in a manner similar to that used in determining “cost” fizures for 
hospitalization. To do so it would seem essential to agree upon some “fair annual 
income”’—or a “fair hourly” or “fair per diem” rate so that such a “fair annual 
income” can be provided. 

Neither of these approaches has apparently been feasible. One falls back 
then on the conclusion that at present, the fixed case rate, such as was used 
in the EMIC plan, is the most satisfactory method of paying for services ren- 
dered by doctors. (The amount paid under the fixed case rate obviously has 
much to do with the physician’s acceptance of the scheme.) Certainly it is the 
most economical method from the point of view of the administrative agency 
and requires less “paper work” on the part of the doctor. It is also possible 
that such a scheme tends to lessen, in the case of maternity care, the rate of 
allegedly medically unnecessary operative procedures. 

From a different point of view, there seems to be little question, based on the 
authors’ experience in the administration of the program, that all necessary 
medical and corollary services were made available to a segment of the popu- 
lation which otherwise might have experienced difficulty in obtaining adequate 
medical care. This fact is not only true of the “average” EMIC patient, but 
is more strikingly true of the maternity patient with a serious incipient obstetric 
or medical complication of pregnancy. Since the cessation of the EMIC program, 
for example, one wonders how frequently a maternity patient with incipient 
toxemia requiring prolonged hospitalization must necessarily forego this po- 
tentially life-saving care because of inability to meet the ensuing financial 
burden. Such an example not only has maternal implications, but also is im- 
portant for the survival of the fetus or subsequently delivered infant. Some 
communities have attempted to solve this problem by providing payment for the 
hospital care of pregnant women who develop complications, others through a 
program of payment for obstetric consultation service. While both types of pro- 
cram cited undoubtedly are extremely valuable, they are merely segments of a 
more complete program indicated, if all women are to receive the benefits of 
the best in American medicine and public health. Through all such efforts 
iia reduction of maternal, fetal, and neonatal mortality will be accom- 
plished. 


SUMMARY 


1. During the 6-year period of operation of the HMIC program in New York 
City, $6,151,010.62 was expended for the maternity care of 583,728 wives of men in 
military service, and $1,226,345.96 for the care of 12.837 of their infants, or a 
combined total of $7,377,356.58. The average cost in this 6-year period was 
$114.48 per maternity patient, and $95.53 per infant case. 

2. Approximately 4 percent of the EMIC federal funds in New York City was 
expended for the administration of the program. 
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3. The sample selected for more detailed analysis of the cost of maternity 
care consists of 22,948 consecutive maternity patients whose cases were closed 
in 1945 and 1946 and who were all attended by private physicians and had their 
hospital costs paid by EMIC. This sample represents 43 percent of all EMIC 
maternity patients in New York City. The following points were noted: 

(a) The average cost per case was $133.22. 

(6) Payment for in-patient hospital care and for obstetric care by the attend- 
ing physician accounted for 55 percent and 41 percent, respectively, of the funds 
expended. 

(c) Three-fourths of the cases cost between $100 and $150. The cost per case 
ranged from $39.76 to $1,148.82. 

(d) Four percent of the patients were seen by, and 5 percent were operated 
on by, consultants other than their attending physician; 3 percent had miscel- 
laneous service (drugs, ambulance, etc.), 1 percent were seen by an attending 
physician for nonobstetric intercurrent illness, and 1 percent had blood or plasma. 
‘The percentage of women who received accessory services increased markedly 
with the cost per case. 

(e) As the cost per case increased, there was a large absolute increase in the 
cost of hospital care. In contrast, the payment to the attending physician showed 
much less fluctuation, reflecting the fixed-fee policy of the program. 

(f) The average length of hospital stay was 9.4 days. 

Dr. BaumGartner. But cost really is not what stands out at all in 
my mind most vividly. As I look back on our experience, four facts 
stand out clearly. First, the enormous human need that the program 
fulfilled; second, the relative ease, the really great ease with which 
so large an effort was suddenly absorbed in the community ; third, the 
cooperation and attitudes of the doctors and the hospitals in our com- 
munity; and fourth, the high quality of care which patients received. 
I should like to speak br iefly on these four points. 

Senator Lenuman. May I just interrupt for a minute. As I under- 
stand it, the physicians wholeheartedly cooperated in the administra- 
tion of this program 4 

Dr. Baumeartner. They did, indeed. I have testimony to show 
what their attitudes were because we did an actual poll of all the 
doctors in New York City who took care of EMIC patients during 
the program to find out what the doctors who really cared for the 
patients themselves thought about the program. I am happy to 
present that evidence later on. 

Senator Leuman. Have you any reason to suppose that the great 
majority of the doctors would not again cooperate with a program of 
this sort ? 

Dr. BaumGarTNER. I would have no evidence on which to base an 
opinion, sir. 

Before March 1943 when Congress first authorized EMIC, we had 
received scattered inquiries from all kinds of people, from patients, 
doctors, community agencies, Red Cross, Army Relief, and so on, as 
to how servicemen’s wives could get help during pregnancy. With the 
well-established clinic services that are available to the indigent in 
New York City and probably more available there than elsewhere, 
some help could be given, but not enough even at that time, and there 
was little or no help for the nonresident or for the woman or the infant 
who required more than the usual medical care because of some com- 
plications. After newspaper announcements of the program in March, 

calls increased. On the morning of July 1, 1943, a morning I am sure 
not I nor none of my oflice staff ‘will ever for get, when EMIC services 
became officially available in New York State, we had 500 men and 
women lined up in the halls outside when the doors were opened, and 
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this in spite of relatively little advance public ity. Mail and phone 

calls overwhelmed us. EMIC was not really in full swing for months 
‘0 come, but anxious fathers and mothers were always w vith us. Be- 
cause we had no additional staff at this time, clients often received 
little help and still they came. And what stories they told us—they 
were completely lost as to where to go, what to do. Many mothers 
had not been far from home before, “mothers with hardly enough to 
keep themselves, and certainly no resources for paying or even plan- 
ning for the coming baby. Many a serviceman came home for a brief 
furlough and spent hours coming to our-office and getting the care for 
the baby arranged. 

All groups in the community helped—the Red Cross, the Maternity 
Center Association, Army and Navy relief groups, our visiting nurse 
services, doctors and hospit: als—and somehow we got the needs taken 
care of. But basic to all of this help on the part of community 
iwencies was the fact that the doctor bills and the hospital bills 
could be paid. Soon after Korea calls began to come to the office 
again, and it was the old familiar story. Wives of servicemen who 
could no longer afford to pay for maternity care needed help. 

The second point I would like to speak of is the case of administra- 
tion. There were many administrative problems, of course, and we 
believe most of them could have been avoided had there been staff, 
experience, and some time to get the machinery set up before the pro- 
gram began. One of the best features of the old EMIC in my opinion 
was the fact that service was given without upsetting the usual pat- 
tern of medical and hospital care which operated in our community. 
Doctors, clinics, and hospitals gave service to EMIC patients as they 
were accustomed to serve any patient. There was completely free 
choice of physician; 81 percent of our maternity patients received 
care from private physicians. 

Senator Lenman. May I interrupt you? I am glad to hear you 
say, because it coincides with statements that have been made to me, 
that “doctors, clinics, and hospitals gave service to EMIC patients 
as they were accustomed to serve any patient,” and that there was 
( omple tely free choice of physician, with 81 percent of maternity 
patients receiving care from a private physician. I am emphasizing 
that because so far as I can see from study of the bill there is no 
variation from that proposed in this legislation. 

Dr. Baumcartner. No, as I interpret the bill, there is not. 

That in my opinion was one of the very good features of the old 
EM1IC—that the usual pattern of community service was not upset. 

Senator Lenman. I think it is one of the good features of the bill. 
There will be no dislocation as far as I can see. 

Dr. Baumeartner. We did a special study of New York City cases 
closed in 1945 and 1946, when the program was really in full swing, 
and at that time it was estimated that 25 percent of the physicians 
in private practice in the city were caring for EMIC patients. It 
might be pointed out that there are specialists in many fields of 
medicine so that one could not expect that all physicians would be 
caring for maternity cases. But 25 percent of all physicians did eare 
for EMIC patients. Of the some 3,500 doctors, 76 percent were in 
general practice, 12 percent were qualified obstetrical] ‘specialists, and 
another 12 percent were physicians who were specialists qualified 
in some other branch of medicine. 
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Further data concerning the medical care given maternity patients 
are found in another scientific report, copies of which I am also happy 
to leave with the committee. 
(The document is as follows :) 


MEDICAL CARE OF MATERNITY PATIENTS UNDER THE EMERGENCY MATERNITY AND 
INFANT CARE PROGRAM IN NEW YORK CITY” 


(Vivian Pessin, Helen M. Wallace, M. D., F. A. P. H. A., and Leona Baumgartner, 
M. D., F. A. P. H. A.,? New York City Department of Health) 


It is difficult to analyze the patterns of medical care of patients or certain 
types of patients in a community, because the necessary data are usually lack- 
ing. For example, what proportion of maternity care in a community is given 
by obstetricians, by physicians in general practice, and by other physicians, or 
what proportion of maternity patients are seen by a consultant, is commonly not 
known. It is likewise not usually possible to ascertain on a community-wide 
basis whether patients with serious complications actually receive the benefit of 
skilled consultation service when necessary. With the advent of the Emergency 
Maternity and Infant Care Program (EMIC) it has been possible to study cer- 
tain patterns of medical practice rendered to maternity patients who were eligi- 
ble for care under the program. ‘This program, which was in operation in New 
York City from July 1, 1943, until July 1, 1949, paid for medical, hospital, nurs 
ing, and other types of care for pregnant wives and infants of men in the four 
lowest pay grades of the Armed Forces, 

This paper analyzes certain factors in relation to the use of the medical re- 
sources in the community. Another communication deals with the costs.” 

It is recognized that analysis of a wartime program may lead to conclusions 
that may be invalid under other conditions. Nevertheless, studies of the EMIC 
Program are significant, for this program allowed for the fullest use of all the 
community’s resources, in accord with existing patterns of practice. No new 
resources were developed, no new physicians hired or recruited to do the job. 
Because no critical shortage of either physicians or hospital beds developed in 
New York City, the maternity practice was probably relatively little changed 
during the years this study covers, except as the hospital stay of maternity pa- 
tients was shortened from prewar times. 


METHOD OF CHOICE OF PHYSICIAN 


Any physician licensed to practise medicine in New York State was eligible to 
care for EMIC maternity patients. The selection of the physician or of clinic 
care was made by the maternity patient herself... Thus, there was free choice 
of physician by the patient, with one limitation: The physician had the privilege 
of accepting or refusing to care for a maternity patient under the program. The 
fact that the fee paid for the care of the maternity patient was less than that 
received by most physicians in New York City probably influenced this free 
choice, for some physicians undoubtedly referred EMIC patients elsewhere for 
care, Figures are not available to indicate what the average medical fee for 
inaternity care was in New York City, but certainly the obstetric specialist aver- 
aged considerably more than the $50 or $75 allowed under EMIC for the private 
patients he usually cared for. The splendid cooperative spirit of the physicians 
in general led them to receive EMIC patients by the hundreds and to accept the 
relatively small payment with only an occasional protest, 

The decision regarding the use and choice of a consultant for an individual 
inaternity patient was made by the attending physician caring for the patient. 
It was widely publicized to the medical profession that consultation service by 
au qualified consultant was paid for by the program, and such consultation service 


*American Academy of Pediatrics. Child Health Services and Pediatrie Education. 
New York: The Commonwealth Fund, 1949 

* Credit is also due Frieda Greenstein and Molly Park for their assistance in compiling 
the data, and to the EMIC office staff, especially Ann Eisenstadt and Beatrice F. Mandell, 
without whose devoted services these studies could not have been maintained. 

*Pessin, V., Baumgartner, L., and Wallace, H. Distribution of Costs under the 
Emergency Maternity and Infant Care Program with Special Reference to Costs of 
Maternity Care in New York City. A. J. P. H. 41, 4: 410-416 (Apr.) 1951. 

‘Neither midwives nor osteopaths were included. The former were excluded by the 
State plan which allowed only licensed physicians to be paid. No case requesting payment 
to an osteopath came to our attention. ’ 
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was urged by the administrative agency, the New York City Department of 
Health, for maternity patients with incipient or serious obstetric or medical 
complications. Indications for consultation were drawn up and approved by 
the EMIC Obstetric Advisory Committee to the Commissioner of Health. The 
criteria of a qualified obstetrician were likewise drawn up and approved by this 
committee and were as follows: 

1. Physicians who were diplomates of the American Board of Obstetrics and 
Gynecology. 

2” Physicians who presented evidence that their training and experience were 
the equivalent of training and experience required for admission to the exam- 
ination of such specialty board, as determined by the EMIC Obstetric Advisory 
Committee to the Commissioner of Health. 

Similar definitions of a qualified consultant were applied in the various other 
medical specialties. 

The consultant called was usually one of the attending physician's choice, 
although a list of qualified consultants was available in the EMIC office and was 
used on request from either physician or patient. 


METHOD AND TYPE OF PAYMENT TO THE PHYSICIAN 


The inclusive rate method of payment was used. Thus, a physician in general 
practice was paid a flat fee of $50 for complete maternity care, including at 
least five antepartum visits, care during labor, delivery, and postpartum period, 
and also including final postpartum examination at approximately the sixth week 
after delivery. A qualified obstetrician was paid a 50 percent higher fee ($75) 
after December 15, 1944. Physicians who were qualified in specialties other 
than obstetrics received the same fee as a physician in general practice when 
they gave maternity care to EMIC patients. 

Qualified consultants in the various medical specialties, when called in by 
an attending physician, were paid by either one of two methods, depending on 
the type of care rendered: (1) A flat fee for certain types of services, i. e., 
Caesarean section, including preoperative and postoperative care, or (2) on a per 
visit basis where the consultant was called merely to see a patient. Since the 
total cost of the consultation service was borne by the EMIC program, cost 
should not have been a factor in the attending physician's use of a consultant, 
and the decision to call in a consultant should have been based only upon the 
need of the individual patient. The use of a qualified consultant was no financial 
deterrent to the attending physician, since the attending physician received the 
total fee for maternity care, even though the consultant may have performed the 
actual delivery. Thus, there was every advantage and no disadvantage in the 
use of a qualified consultant when indicated. 

The EMIC program paid for the total medical care of the patient including 
concurrent illnesses during pregnancy. Thus, it was not legally possible for the 
physician to charge, nor the patient to pay, any additional amount for medical 
care when a physician agreed to accept a maternity patient under the program. 


SAMPLE STUDIED 


In the first year and a half of operation in New York City, the program was 
organized, most of the policies developed, and more than 12,000 maternity cases 
were closed, i. e., care was completed and paid for. During the next 2 years 
145 and 1946, the program was in full swing, and the bulk of the cases, 31,378, 
were cared for. By the end of 1946, the number of cases was declining, and 
in 1947 only 6,925 cases were closed. The years 1945 and 1946 were therefore 
chosen for study because they were considered typical of the program and be- 
cause they provided 4 sufficient number of cases for adequate study. Payment 
was made after the postpartum examination and the cases studied were closed 
approximately 2 months after delivery. It follows that the bulk of the cases 
analyzed in this report were delivered from approximately November 1, 1944 
through October 31, 146 : 

Of the 31.378 maternity cases closed in 1945 and 1946, 19 nercent sought and 
received care as clinic and ward patients. Another 6 percent had an attending 
physician, but did not receive complete care. The remaining 75 percent were 
attended by private physicians and received complete care; the latter group 
consisting of 23,388 patients, composes the series studied in this paper.® They 


eases studied consist of 22.948 who had hospital and medical care and 


inalvzed in another paper: and an additio y i 
: . r paper: : f nal 440 whose 
by EMIC or who were not hospitalized. — 
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constitute approximately 8 percent of all infants delivered in the city during 
oe 


that period. There were only 12 maternal deaths among these 23,388 patients. 


NUMBER OF PARTICIPATING PHYSICIANS 


There were 3,476 practising physicians who gave care to the 23,388 maternity 
patients in New York City during the 2-year period studied. This figure, which 
is exclusive of physicians who cared for patients on hospital general services, 
represents about 25 percent of the physicians in private practice in New York 
City ° at the time of study. Of the 3,476 physicians, 76 percent were in general 
practice, 12 percent were qualified obstetricians, and 12 percent were physicians 
who were qualified specialists in other branches of medicine; all other specialties 
are represented (as attending physicians caring for maternity patients) except 
plastic surgery (Table 1). 


TARLE 1.—Emergency maternity and infant-care program; maternity cases at- 
tended by private physicians and given complete care; cases closed in 1945 and 
1946—New York Ctiy 

DOCTORS; NUMBER AND PERCENTAGES; DOCTOR-CASES;! NUMBER ANT) AVER- 

AGE PER DOCTOR, AS ATTENDING DOCTOR OR CONSULTANT; BY TYPE OF PRAC- 
TICE OF DOCTOR 


Average number of cases 


Doctors Doctor-cases per doctor over 2-year 
period 

Type of practice of doctor — - a ene 

. As at- AS As at- As 

— Percent | Total | tending | con- Total | tending | con- 
doctor | sultant doctor | sultant 
Total 3, 476 100.0 | 25, 978 23, 587 | 2,391 7.5 | 6.8 0.7 
General practice 2, 652 76.3 | 16,224 16, 149 275 6.1 6.1 30.0 
Obstetrics and gynecology 402 11.6 8, 029 6, 344 1, 685 20.0 15.8 4.2 
Internal medicine 115 3.3 320 232 8S 2.8 2.0 0.8 
Surgery ‘ 89 2. 6 497 460 37 5. 6 5. 2 0.4 
Radiology 60 1.7 323 11 312 5.4 0.2 5.2 
Pediatrics. ....-- 43 ca 229 229 0 5.3 5.3 0.0 
Anesthesiology 31 0.9 182 76 106 5.9 2.5 3.4 
Urology 17 0.5 0) 32 18 3.0 1.9 1.1 
Dermatology and syphilology. 17 0.5 30 9 21 1.8 0.5 1.3 
Pathology 15 0.4 3 10 21 2.1 0.7 1.4 
Ophthalmology 13 0.4 15 3 12 1.2 0.3 0.9 
Otolaryngology 10 0.3 25 19 6 2.5 1.9 0.6 
Psychiatry and neurology 6 0.2 16 9 7 2.7 1.5 1.2 
Orthopedic surgery 5 0.1 6 3 3 cS 0.6 0.6 
Neurological surgery i 1 0.0 1 1 0 1.0 1.0 0.0 


A doctor-case is one doctor on one case. For example, when a case was seen by three doctors, it is count- 
ed as three doctor-cases. For this reason, the sum of doctor-cases is usually greater than the total number 
of cases. 

? These 75 doctor-cases tabulated as general practitioners acting as consultants consist of cases in which 
the status of the doctor changed, and cases where general practitioners acted for qualified consultants, 
gave anesthesia, assisted at delivery, ete. 

3 Less than 0.05. 


There were 402 qualified obstetricians who participated in the care of this 
group of patients; the number of qualified obstetricians known to be actively 
engaged in practice at this time was 550. Thus, almost three-fourths of the 
obstetric profession participated in the program during this 2-year period. 
Obstetricians participated as attending physicians, on the average, in about 
four-fifths of their cases, and as consultants in the remainder. 

There were 6,323 patients attended by obstetricians, and an additional 1,537 
who were seen by consultant obstetricians. In other words, of the 23,388 
maternity patients in the series, 34 percent were seen by at least one obstetri- 
cian, including 27 percent who were attended by obstetricians. About two- 
thirds of the cases with obstetricians were cared for by physicians who were 
diplomates of the American Board of Obstetrics and Gynecology. 





®*There were 13,323 such physicians between June_ 1946, and July 1947, according to 
Child Health Services in New York State, by George M. Wheatley. M. D., Director of the 
New York Study for the American Academy of Pediatrics, February 1949. 
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NUMBER OF CASES PER DOCTOR 


Since some patients were seen by more than one physician, a doctor-case 
unit Was used in some of the tabulation, A doctor-case is defined to be one 
doctor on one case, so that a patient with three physicians was tabulated as 
three doctor-cases. Using this unit, there were 25,978 doctor-cases, or 7.5 cases 
per physician over the 2-year period, Although most patients were seen by 
general practitioners, the average number of patients per physician was by far 
the greatest for obstetricians (20.0). 

Most physicians saw fewer than 10 cases each. On the other hand, 14 physi- 
cians saw 100 or more patients. Thirteen of these physicians were qualified 
obstetricians according to EMIC standards; the fourteenth limited his practice 
to obstetrics and gynecology, but was not a fully qualified specialist according 
to the EMIC definition. 

While most of the physicians cared for fewer than 10 cases each, most of 
the women were seen by physicians who -took substantial numbers of EMIC 
cases. As would be expected, the figures varied with the type of practice of 
the physician In general, an obstetrician cared for more patients than a 
general practitioner, Who in turn saw more patients than other types of physi- 
cians. 

NUMBER OF PHYSICIANS PER CASE 


There was little or no tendency for the patients to change their physicians 
after the original selection; fewer than 1 percent had more than one attending 
physician. It is noteworthy that more than 99 percent of the patients remained 
with the attending physician whom they had originally selected, although, under 
the program there would have been no financial problem in changing physicians 
(table 2). 

TABLE 2.—Emergency maternity and infant-care program; maternity cases at- 
tended by private physicians and given complete care; cases closed in 1945 and 

19 40 Vew York City 


NUMBER OF CASES BY NUMBER OF ATTENDING AND CONSULTANT DOCTORS 


PER CASE 
Number of attending doctors per case 
Number of ¢ nsiltants per Case pence = Sepa = 

Potal 1 2 3 
rota 23, 388 23, 192 193 3 
Non 1, 276 21, 104 171 l 
Ons ad 1, 874 1, 855 17 2 
wo... 201 197 ‘ 0 
Three 33 32 l 0 
Four ; $ 4 0 0 


Ninety percent of the cases were seen by only one physician. On the other 
hand, there were 5 cases with 5 physicians each. The reason for the large 
number of physicians in these 5 cases, as ‘illustrated below, was the need for 
different types of consultants because of complications. In all 5 cases, mother 
and child survived. 

Vo. 32974—This patient was under the care of a general practitioner and 14 
antepartum visits were made. Patient first presented herself for antepartum 
care at about the fifth month of pregnancy, with clinical evidence of hypertension, 
massive albuminuria, severe edema of lower extremities, history of rheumatic 
cardiac disease, and the presence of a compensated valvular lesion. Patient was 
hospitalized in eighth month, for treatment of these complications. Patient was 
seen on several occasions by an obstetric consultant for treatment of her toxemia: 
was seen by a hematologist for blood studies (sugar, urea nitrogen, NPN, total 
protein, albumin and globulin) ; was seen by an ophthalmologist because of head- 
aches and papilledema ; also seen by an internist because of her cardiac condition. 
Patient was treated conservatively, and delivered a living child. Both mother 
and baby survived. 
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No. 35092—Patient had been under care of one general practitioner from the 
secohd month of pregnancy; 5 antepartum visits were made. At 37 weeks of 
gestation, she was admitted to the hospital for eclampsia. She was seen by 
another general practitioner who called in an obstetric consultant for her eclamp- 
sia and her cephalopelvic disproportion; a Cesarean section was performed by 
the obstetric consultant, and an anesthetist was called to administer cyclopropane 
anesthesia; patient was also seen by an ophthalmological consultant for eye 
examination after delivery. Both mother and baby survived. 

Vo. 49287—Patient had been under the care of a general practitioner from the 
sixth month of pregnancy and 7 antepartum visits were made, Patient developed 
pyelitis and pyelonephritis in the ninth month, was hospitalized, and delivered 
17 days later. She was seen during the antepartum period by an obstetric con- 
sultant for her pyelitis; by another obstetric consultant during labor: by an 
internist for her kidney infection. Vatient was then seen by a urological con- 
sultant during her postpartum period. Both mother and baby survived. 

Vo. 49316—Patient had been under the care of an obstetrician from the third 
month of pregnancy and 6 antepartum visits were made. She was seen by a 
radiological consultant and had X-ray pelvimetry for possible cephalopelvie dis- 
proportion; was seen by a dermatological consultant for a generalized eruption ; 
by an obstetric consultant during labor because of possible difficulty in delivery 
due to fibroids, Patient delivered normally and was subsequently seen by an 
other obstetric consultant because of pain in the right lower quadrant of the 
abdomen which was attributed to a pedunculated uterine fibroid. Both mother 
and baby survived. 


TABLE 3.—Emergency maternity and infant-care program: maternity cases 
attended by private physicians and given complete care; cases closed in 1946 
and 1946—New York City 


CASES WITH ONE ATTENDING DOCTOR, BY TYPE OF PRACTICE OF ATTENDING 
DOCTOR AND SPECIALTY OF CONSULTANT 


Type of practice of attending doctor 
Numbers Obstet- 
Gener rics an : ternal diat 
Potal ieneral | rics and Surgery Intern I Other 
practice | gynecol- edicing I 
ogy 
Potal eases 23, 192 15, 902 6, 220 448 227 226 169 
Cases without consultant 21, 104 14, 240 5, 903 $21 203 19] 146 
Cases with consultant 2, OSS 1, 662 317 27 24 85 23 
Doctor-cases | by specialty of 
consultant 
Obstetrics ind gynecology 1, 667 1, 447 118 21 24 35 22 
Radiology 309 205 on) 1 ] 1 l 
Other I85 229 147 7 0 1 
Percentages 
Cases without consultant 91.0 89. 5 94.9 94.0 SY. 4 84.5 86. 4 
Cases with consultant 9.0 10.5 5.1 6.0 10.6 15.5 13.6 
LDoctor-cases ! by specialty of 
consultant 
Obstetrics and gynecology 7.1 9.0 1.9 a7 10.5 15.4 12.9 
Radiology 1.3 1.3 1.6 0.2 0.4 0.4 0.6 
Other. 1.6 14 2.4 1.6 0.0 0.4 0. 


! A doctor-case is one doctor on one case. Forexample, when a case was seen by three doctors, it is counted 
as three doctor-cases. For this reason, the sum of doctor-cases is usually greater than the total number of 


cases. 


Vo. 5005—Patient had been under the care of a general practitioner from the 
fourth month of pregnancy; 8 antepartum visits were made. Patient had a 
spontaneous delivery with an adherent placenta and ruptured uterus. Two 
obstetric consultants were called because of the ruptured uterus and shock; 
emergency hysterectomy was performed. A hematologist was called and patient 
was transfused with a total of 3,000 ml. of blood. An internist was called because 
of possible pulmonary emboli. Both mother and baby survived. 
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USE OF CONSULTATION SERVICE 


One or more consultants were called for 9 percent of the patients; one con- 
sultant was used for 8 percent, and more than one consultant for 1 percent 
(table 2). 

The most frequently used type of consultant was the obstetrician, who was 
called upon 1,685 times, or 71 percent of the total times a consultant was used. 
Next most numerous were radiologists (13 percent), anesthetists (4 percent), 
and internists (4 percent); the remaining 8 percent were distributed among 
the other specialties (table 1). 

An important factor associated with number and type of consultants used 
was the type of the attending physician. It has already been pointed out that 9 
percent of the patients received consultation. This percentage varied from 
5 to 15, depending on the type of attending physician requesting consultation. 
Obstetricians used consultants less often than other attending physicians, al- 
though not significantly * less often than surgeons. Pediatricians requested con- 
sultations most often, and significantly more often than general practitioners, 
obstetricians, and surgeons (table 3). 

The percentage of patients for whom obstetric consultants were used varied 
from 2 to 15 percent. As would be expected, obstetricians were called least 
often by other obstetricians. On the other hand, obstetricians requested other 
types of consultants (radiologists, etc.) more frequently than any other type of 
physician. 

Radiologists were used for about 1.5 percent of the patients of obstetricians 
and general practitioners, and for about 0.5 percent of the other patients. 


DISCUSSION 


The study of the type of physician giving maternity care to a large group of 
women under the New York City EMIC program over a 2-year period reveals 
that 76 percent of the physicians were in general practice. This fact may be 
somewhat unexpected in a large metropolitan area where there is a high degree 
of medical specialization and where it might be assumed that the bulk of ma- 
ternity care would be given by the obstetric specialist. This pattern of obstetric 
practice is not significantly different from the Nation-wide study of the type 
of physician doing pediatrics.. As was true in the pediatric study, careful 
thought must be given by medical educators to the undergraduate and post- 
graduate training of the future and present group of physicians in general 
practice so that competent medical care will be provided for all maternity pa- 
tients. Furthermore, since the bulk of obstetrics is performed by the general 
practitioner, he must be given the same opportunity of an adequate hospital 
affiliation as the obstetric specialist, if his patients are to receive safe care dur- 
ing the antepartum, intrapartum, and postpartum periods. It is, of course, 
well known that there has been a marked increase in trend toward hospitalization 
of maternity patients; in New York City over 99 percent of all deliveries are per- 
formed in hospitals 

It was rather surprising to find that all types of medical specialists except 
plastic surgeons delivered babies under this program. Many of the specialists 
were diplomates of their respective specialty boards. Inasmuch as great stress 
is placed by the specialty boards on limitation of practice to the specialty, this 
finding will be of interest to the various board officials. 

That ¥ percent of this group of EMIC maternity patients were thought to 
need and received consultation service is an important fact. The percentage of 
non-EMIC maternity patients receiving consultation would probably not be as 
high, but it is not possible to get figures to show the use of consultants in non- 
EMI¢ cases. It is well known from surveys of hospital maternity and new- 
born services conducted by the Department of Health, that some maternity 
patients with medical or obstetric complications or with abnormal presenta- 
tions and deliveries do not receive the benefit of skilled consultation service. 
The cost of consultation in these instances is undoubtedly one factor. The other 
important factor, in our experience, is whether the maternity service is under 
the careful direction and supervision of a qualified obstetrician, and what degree 
meds par Bsc eeapenenraee the hospital has allocated to him. This problem 
: es particu = y acute in the small hospital where supervision is at or below 
page omg) ' he problem becomes of great significance when it is realized 
this najority of maternity patients receive medical care from physicians 
in general practice 


A 5 percent level of significance was used in all tests (Chi-square), 


i bere eae 


* 


ita Fei ea 


Plein saa Die tear Sle 


: 
4 
2 





HEALTH CARE FOR DEPENDENTS OF SERVICEMEN 53 


The question of whether all EMIC patients in this sample with complications 
received the benefit of consultation service is of great interest. We hope that 
we may be able to complete a study of this problem. 


SUMMARY 

1. In a study of 23,388 pregnant women who received complete medical care 
from private physicians under the New York City EMIC Program in a 2-year 
period (1945 and 1946), a total of 3,476 physicians rendered such care; 76 
percent of the physicians were general practitioners, 12 percent were qualified 
obstetricians, and 12 percent were qualified specialists in all other branches of 
medicine, except plastic surgery. 

Approximately one-fourth of the estimated available physicians and three- 
fourths of the known available qualified obstetricians in New York City par- 
ticipated in the care of these patients. 

3. The average number of EMIC maternity patients per physician was 7.5; 
for obstetricians the avcrage was 20, and for general practitioners it was 6. 

4. One-third of all patients were seen at some time during the puerperium by 
obstetricians, and one-quarter were attended by obstetricians. 

5. Most physicians cared for fewer than 10 patients in the group studied. A 
few physicians, all except one of whom were qualified obstetricians, cared for 
more than 100 patients. 

6. Less than 1 percent of the women changed their attending physician after 
their original selection. 

7. Consultants were used for 9 percent of the patients. This percentage varied 
from 5 to 15, depending on the type of the attending physician. General prac- 
titioners called for consultation with obstetricians for 10.5 percent of their 
patients, with radiologists for 1.5 percent, and with other specialists 1.4 percent 

The significance of these findings in medical education and in medical and 
hospital practice is discussed. 

Dr. BaumGartrner. This has actually brought me to my third point, 
which I would like to talk about, namely, the attitudes of doctors and 
hospitals and their cooperation. 

There were many questions and there was some grumbling from the 
doctors, particularly at first. They were often skeptical of the new 
plan. They often received less than they were accustomed to getting. 
The national figure of $50 for a delivery was above the usual fee in 
many areas, but not in New York City. For many months I person- 
ally talked to individual doctors on the phone every evening from 
about 5 to 8—when you can usually find ¢ ine tors in their offices. There 
were disgruntled and sometimes even angry doctors. They aired 
their problems and we told them some of ours, but when they got the 
facts straight they were willing to take care of their patients and to 
do so gladly. Their cooperation was really wonderful, as was that of 
the hospitals, visiting nurse associations, and other community agen- 
cies. There continued to be complaints about low fees and that many 
servicemen’s wives were ineligible. For example, families of those 
earning a base pay of $82 a month were eligible; if the pay were $54, 
they were not—a fact which caused both physicians and hospitals to 
object to not receiving fees for this ineligible group. The fact that 
care for the infant could not be paid for after the first birthday created 
problems, too. Suppose we had a baby in the hospital—was anybody 
to collect for care after his first birthday / 

The hospitals, we feel, had relatively fewer complaints. The for- 
mula used to pay them allowed them more than they often received 
from other than private patients, and came close to paying the costs 
of care, though I think it ought to be pointed out in many instances it 
did not pay the total cost at all. 

After the EMIC program ended, as I said previously, we canvassed 
all of the 5,575 doctors who had cared for EMIC patients in the 6 
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years, to determine their attitude about EMIC. We had a 50-percent 
response, which is very good. These figures are only now being ana- 
lyzed, but it would seem important to point out that preliminary 
analyses indicate that doctors believed the following: 

One, they thought that the program fulfilled its purpose of relieving 
enlisted men of anxiety regarding care for their families. Over 95 
percent of the doctors who responded. 

Two, the availability of the consultations by specialists, the special 
nursing service allowed for acutely ill patients, and the home visits 
of Public Health nurses contributed to the better care of patients. 
Over 90 percent of doctors. 

Three, the administrative procedures, the payment of bills, making 
out of authorizations, and so on, were efficiently handled, including a 
majority who felt specifically that the paper work was no more bur- 
densome than the bookkeeping for the average patient. 

Four, payments directly to the doctor were a satisfactory method 
of payment. Ninety percent. 

Five, of the 10 percent who did not think this method satisfactory, 
75 percent were still opposed to uniform cash payments to patients. 

Lastly, No. six, the professional relationships with their EMIC 
patients were no different from relationships with other patients. 
Over 90 percent of the doctors. 

We shall be happy to make the completed analyses of this study 
available as soon as they are ready. We believe the study is unique 
for, as far as we know, it is the only one made in a community on the 
attitudes of all of those doctors who actually cared for EMIC patients 
themselves. 

The fourth point I would like to speak on is the quality of care 
that patients received. As a physician, I should like to emphasize 
that certainly the greatest satisfaction in the EMIC program was 
bringing to those in need the complete medical care that was required, 
no matter what color, creed, residence, or medical complications the 
patient presented, nor the length of her illness. That was really a 
unique experience. 

Usually pregnancy, as vou probably know, is a relatively simple 
affair from the medical point of view, so 90 percent of the cases in 
our special-study group were seen by only one physician, and pre- 
sented apparently no great problem, medically speaking. But it is 
the other 10 percent where serious trouble lurks—trouble which under 
EMIC could be cared for. Take case No. 32974. for example, a girl 
in her early twenties, having her second baby, under the care of a 
general practitioner from the fifth month of pregnancy on. When 
first seen, she already had high blood pressure, her urine was loaded 
with albumin, her legs were swollen, and she had a long history of 
rheumatic heart disease, and a lesion on one heart valve. Certainly 
not a very good prognosis for either the mother or the baby, unless 
the best care could be secured. , 

In the eighth month she was hospitalized for treatment until her 
delivery. She was seen, as necessary, by five different specialists—an 
obstetric consultant for her toxemia, a hematologist to make special 
blood studies. an eve specialist because of swelling of the optic nerve 
and possible loss of vision, and a heart specialist. 





tO ay OA: 


ko Sem Eat Sirs Daa 9 ts 


ee ey 


5: FON SBE GT OLR BIE DROME BEG Ln Attn: NS 








HEALTH CARE FOR DEPENDENTS OF SERVICEMEN DOD 


All in all this case cost $1,148.82. But the mother not only sur- 
vived, she was sent out of the hospital with a good chance for health 
in the future, and a healthy baby was born. When we last knew of 
them, all was well. Her care was provided in one of the good hospital 
clinics in New York City, and the clinic people were delighted that 
they could actually hospitalize this woman for the full period of time 
she needed in order to be sure her life could be saved and the baby 
would be all right. 

To be sure, this was not a usual case at all; it is an unusual case— 
uit to be able to care for the unusual case was an outstanding feature 
of the old EMIC, 

Senator Leuman. I think it should be emphasized that the decision 
aus to whether the system - specialists was to be invoked rested en- 
tirely with the hospital or with the doctors. There was no inter- 
ference at all from the F A ral agency, was there / 

Dr. Baumearrner. Neither from the Federal agency, nor the local 
administrative agency. The doctor simply sent through a slip saying 
that he wanted to call in a consultant and that was authorized for 
payment, 

Senator LeuMan. The only consideration was the welfare of the 
expectant mother and child. 

Jr, BAUMGARTNER. On the basis of medical need. 

Of course, the 90 percent that are more the usual case also had a pos- 
sibility of securing good care. In our community, hospitals met cer- 
tain standards that were set up by local and State medical and hospital] 
committees. Specialists were ap proved by local medical committees, 
and our local county medical societies. The possibility of cooperating 
with the program encouraged several hospitals to improve service, 
which really brings me to another point, namely, that of the influence 
of the EMIC program on the care of non-EMIC patients. 

Since both types of patients were cared for in the same way, im- 
provements that were made particularly in hospitals affected the care 
of all patients, and these results we can still see in some hospitals. 

Senator Hin. Doctor, since you are speaking of the influence of 
the EMIC program on the non-EMIC patients in hospitals, did the 
program pretty we ‘Il meet the cost to the hospits als of the care of the 
ILMIC patients / 

Dr. BaumGaArtNeER. There was a formula made up at that time which 
allegedly covered most of their costs. As the program went on, I 
understand hospitals felt that certain items had not been allowed 
for liberally enough. I would suggest that fiscal agents from hos- 
pitals are more competent than I to discuss the fiscal part of this 
formula. But it is interesting that the formula has since been used 
for the payment of hospital care under other programs. The fact that 
the EMIC payment was not simply a contribution toward the cost of 
hospital care, as many payments from public funds are, but met almost 
all of the cost, was helpful. 

There was also a possibility of raising the amount paid periodically, 
and this was done two or three times during the time of operation 
of the program. If a hospital presented evidence that its costs had 
risen, the rate of payment that it was allowed was increased. 

Does that answer your question / 

Senator Hitt. You say then on the whole the program pretty well 
met the cost to the hospit: il ¢ 
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Dr. Baumcarrner. That was the impression I got from hospitals. 
There was still some cost that was not met but the EMIC program 
certainly met it more adequately than, for example, the amount of 
payment they got from welfare departments, from the city govern- 
ment, and certain other agencies that attempted to pay them on a 
er diem basis that was not related to the cost in the individual 
hoapital: 

Senator Hii. Of course, if the program did not meet the cost to the 
hospital, that cost would have to be met somewhere because hos- 
pitals, like other institutions and businesses, cannot operate without 
meeting the cost. 

Dr. BauMcarrner. Well, the volunt: iry hospitals do go to the com- 
munity and ask for contributions. 

Senator Hitt. They would have to turn somewhere to get their cost. 

Dr. Baumeartner. That is right, sir. 

To turn now to the specific bills before your committee. As an 
administrator of a local program that might be called upon to deal 
with another one, I concur heartily with the principles laid down in 
a statement I shall shortly present when I speak officially for the 
American Public Health Association. 

Special attention should be paid, however, in my opinion, to the 
very rapid growth of insurance plans which were not a significant 
factor in our pattern of medical care at the time of the old EMIC. It 
would, in my opinion, not be difficult to use such plans under the pro- 
visions of S 2337, and this | consider desirabie. it wouid be imporcant 
to be sure that such plans provide service economically. 

Senator Hix. I am very much interested in that statement, Doctor. 
You say, “It would not be difficult to use such plans under the provi- 
sions of S. 2337, and this I consider desirable.” 

Do you mean that, instead of having the Government pay for this 
service direct that we will consider the matter of buying prepaid 
hospital insurance ¢ 

Dr. BaumGarrner. In my opinion, what one would first have to do 
is decide what the Government was buying. Then if the insurance 
plan or plans could provide what you were paying for, it would be 
possible to set up a contract with insurance plans which were willing to 
and were able to produce that product so that they could provide ‘the 
service. It would, in my opinion, be possible on a ‘country-wide basis, 
though I am not an expert in this field. You would certainly need to 
prov ide as well for some method of direct payment to doctors, because 
not all doctors are members of health insurance plans. I would think 
it would not be difficult in a local community to contract with existing 
insurance plans which pay for physicians’ services and for hospital 
care, and to provide also for payment to those who do not wish to get 
their payment in that way. p 

Senator Hx. So you think it would be feasible in many instances 
to use a prepaid plan. 

Dr. Baumeartrner. I think it would be feasible in many instances. 
I think the problem would be to decide what it was you were buying 
so that what you paid for in one place was equal to what you paid for 
in another place—that you were not buying pears here and apples 
there, that a woman in one State was not getting one service, td on 
moving to another getting a different kind of service. 
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Senator Hixx. The services are bound to vary a bit anyway. depend- 
ing upon the particular hospital, and perhaps the locality. In a bigger 
city you might get better care, more euitaliend care than in a smaller 
community ; is that right? 

Dr. BaumearTNER. That is right. 

There is another point that 1 would like to make and that is the 
matter of sufficient time being allowed and administrative funds being 
provided to allow State and local governmental units to tailor -make 
any plan to fit their own needs and resources. As you just pointed 
out, there are differences in services available in different parts of 
the country. To get the cooperation of those concerned takes time 
also. Time for planning and funds for administration before service 
becomes available is provided in S. 2337, as I read this bill, and is a 
desirable feature. 

Also, the setting up of advisory committees as outlined in S. 2337 
I believe to be essential. We know from direct experience how valu- 
able such committees are at local levels. I am confident many dif- 
ficulties are avoided if the services of State and National committees 
representing the professions and the groups interested and the public 
are used, 

Under S. 1245, it would seem to me that such committees could, but 
need not, be set up. S. 2337 makes their use mandatory, and I con- 
sider that more desirable. 

Senator Lenman. You are now dealing with advisory committees, 
both on the National and the State level. 

Dr. Baumeartner. That is right. S. 2337 provides care for infants 
up to 5 years of age. If the costs were not too great, this would be 
very helpful to the young mother who may well even find another 
baby on the way as she tries to ¢ are for her sick 4- or 5-year-old. The 
medical need is probably greater in the first 2 years, as are the costs. 

Next I should like to present testimony in behalf of the American 
Public Health Association, which is the professional society of public 
health workers, made up of some 13,000 members. The association 
has considered this problem over the period of the last year or more, 
in separate committees, and wishes to present its considered judgment 
about the desirable steps which should be taken in bringing adequate 
medical and hospital care to the wives and infants of enlisted mem- 
bers of the Armed Forces during the present emergency. 

There is submitted for the record an offici: ally adopted statement, 
and I shall present a brief résumé of the opinion of the association, 
and ask that the full record be published. 

Senator Leuman. That will be made part of the record at this 
point. 

(The document is as follows :) 

JANUARY 22, 1952. 


MATERNITY AND INFANT CARE FOR MILITARY DEPENDENTS 


(An official statement adopted by the Executive Board, American Public Health 
Association, Inc.) 


During the early days of World War II families of servicemen in the lowest 
pay grades found difficulty in securing medical care at the time of the birth of a 
new baby. Two primary factors contributed to this difficulty: (1) insufficient 
financial resources of many men in the lowest pay grades; (2) inadequate facil- 
ities for care in certain areas where there were large concentrations of ser- 
vicemen, 
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Such a state of affairs threatened the health of women and children, There 
also resulted an adverse effect on the morale of servicemen, At first, local gov- 
ernmental agencies took action to remedy the situation; finally, the emer- 
gency maternity and infant care program {EMIC) was established by the Fed- 
eral Government on a Nation-wide basis. This program was administered by 
State health agencies which received unmatched Federal funds through the 
Children’s Bureau. These funds paid for maternity care (prenatal, delivery, 
and postnatal), the care of any illness of the mother during the prenatal and 
postnatal period, and care of the infant (preventive and curative) during the 
tirst vear of life. Wives and infants of men in the four lowest pay grades of the 
military services were eligible. During the total period of the war, over 1,200,- 
(44) mothers and 230,000 infants received service under the program, At its peak, 
about one-seventh of the total births in the United States were included, and 
every State and Territory was covered. 

This country has recently entered upon an indefinite and possibly long period of 
military preparedness, during which time large numbers of young men will be- 
come members of the armed services. There is an increasing amount of dis- 
cussion concerning possible Federal governmental assistance beyond that cur- 
rently provided for the medical care of civilian dependents of military per- 
sonnel. Proposals for such assistance are already before the Congress. The 
American Public Health Association believes that it is important to review the 
problem, in order to have available carefully considered recommendations that 
might facilitate the evaluation of any legislative proposals for governmental 
assistance 

Two broad questions are basic to the entire problem: 

First, at what point in an increasing mobilization will some program of 
Federal assistance to the wives and children of men in the armed services 
become necessary ? 

Second, what form should it take? 

Regarding the first question, it is clear that prediction of need at a specific 
future date is extremely difficult. However, certain items of information might 
serve as a basis for reaching a reasoned opinion as to whether a program was 
needed, or was likely to be needed at an early date. Such items as the follow- 
ing, if kept up to date, would be helpful in this respect: 

The basic pay levels of the enlisted personnel by pay grades, including 
data concerning family and other special allowances. The number of en- 
listed men in each pay grade according to marital status and age. 

The birth rate among married servicemen according to pay grade. The 
number of requests for assistance, by type of request, made by enlisted per- 
sonnel to the American Red Cross, to health and welfare departments and 
to similar agencies. 

The number of enlisted men by pay grades and location whose wives are 
living away from their usual place of abode in order to be with their hus- 
bands. 

The amount and kind of medical care for civilian dependents which is 
being rendered or paid for by the Armed Forces.’ 

Even without such specific information, certain general recommendations may 
be made on the basis of experience in World War II and a knowledge of various 
factors in the current situation. It seems likely that as the program for military 
preparedness develops the need for Federal assistance will first be urgently 
felt in the same area of medical care as before, namely, in the area of maternity 
and infant care. 

Therefore, this association considers that the following are basic principles 
that should be used in evaluating any proposals for furnishing Federal assistance 
in this area. The program developed should— 

1. Provide for the ready acceptance of all who apply and are eligible 
for service, particularly for nonresidents and for those who started getting 
service in another State. ; 

2. Assure a high quality of medical care including the services of phy- 
sicians, nurses, and related personnel as well as hospitalization. 

3. Protect the physician-patient relationship, provide for free choice of 
physician; require a minimum amount of paper work; provide adequate and 
fair compensation for services and protect the freedom and initiative of 
physicians and medical institutions. 


* Such items as the last two might be obtained by inserting questions in the routine 
attitude survey studies which are conducted by the armed services. 
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4. Be designed to support the national effort during the emergency. 

5. Be the most economical consistent with high quality of care. 
Care might be provided in a number of ways, of which the following represent 
four possibilities: an expansion of military medical service for civilian de- 
pendents ; a program of cash payments; a revised EMIC; and a program admin- 
istered solely through existing nonprofit insurance agencies, such as Blue Cross 
and Blue Shield. 

According to present regulations, all civilian dependents of enlisted per- 
sonnel may receive complete medical care from the armed service involved if 
the commanding officer of the hospital or other facility which might render 
the care deems the facility adequate. The overloading of such facilities by 
civilians may lead to building up medical military forces to an extent that 
would be undesirable, since such a process might easily remove too many doctors, 
nurses, and allied personnel from the community. Therefore the American 
Public Health Association seriously questions the wisdom of having military 
authorities responsible for the administration of a large medical program for 
civilians and does so not only because of the danger of overdevelopment, but 
also because such a trend is counter to sound community health organization for 
civilians. 

Furthermore, this association is of the opinion that any proposal which in- 
volves direct cash payments to the family for the purchase of medical care 
is unsound. Such a form of payment has the advantage of simple administra- 
tion for cases involving the care of uncomplicated pregnancies, for cases of well- 
defined illnesses, and even for certain items of health supervision such as im- 
munization. The disadvantages, however, outweigh the advantages. There is 
no assurance that the money will be used for paying medical or hospital 
expenses. Even when so used, there is no assurance of care from licensed 
physicians or hospitalization which meets even minimum standards. Such assur- 
ance is the basic requirement of a program designed to prevent lowering of 
present levels of service and to avoid interruption of health care for mothers 
and children. Furthermore, for the morale of servicemen to be maintained, they 
must be certain that their families have health protection rather than extra cash. 
A cash payment must be limited in amount to prevent skyrocketing charges. 
Payment in cash does not guarantee that additional charges will not be made. 
General health supervision of the infant is likely to be inadequately covered. 
Finally, with a system of cash payments it is very difficult to write and admini- 
ster legislation which would provide for unusual complications or extra- 
ordinary costs. The importance of this to morale is obvious, 

The EMIC of World War IT had many good features from both the professional 
and lay point of view. The program had the advantages that it emphasized good 
standards of medical care and operated within the framework of existing com- 
munity organization. In general, hospitals and doctors provided service to 
EMIC patients in the way they provided it to their other patients. EMIC assured 
complete care, regardless of complications or duration of illness. Many mothers, 
particularly the younger, ever-on-the-move group, found it very helpful to be 
able to deal, when necessary, with one agency, fhe Health Department, which in 
turn was usually able to direct them to community resources available to them. 
In complicated cases this was particularly helpful to the mother. On the other 
hand, there were justifiable complaints. While EMIC made allowance for varia- 
tions in costs of hospital care, no satisfactory arrangement was found for 
making similar allowance for geographical variation in usual professional fees. 
Physicians, particularly in urban areas, felt fees were too low. Some States 
set up cumbersome and wasteful authorization procedures and reporting methods. 
The infant care provisions were but meagerly used, many babies being “lost” as 
far as well-baby supervision was concerned. 

One important development of recent years introduces a new factor that 
should be carefully considered in any thinking about this problem. This is the 
rapid growth of hospital insurance plans and the smaller but significant growth 
of insurance for physicians’ services. The Blue Cross plans, for example, may 
offer possibilities for utilization because of their relatively advanced develop- 
ment. This applies especially to those which render service instead of paying 
cash indemnities. The feasibility of such a policy should be thoroughly ex- 
plored. This approach would deserve serious consideration if a Nation-wide 
uniform contract could be written providing quantitatively and qualitatively 
adequate service to the family dependents of members of the Armed Forces ae- 
cording to the standards set in this document. On the other hand, it is the 


YS358—52 5 








60 HEALTH CARE FOR DEPENDENTS OF SERVICEMEN 


opinion of this association that a Blue Shield type of insurance for professional 
services would have to demonstrate its capacity for rapid and widespread distri- 
bution over the country and for more uniform scope of services covered before 
it should receive serious consideration. All non-profit insurance plans should be 
required to fullfill the qualitative and quantitative standards described below, 

It is not the function of this association to recommend a detailed program, 
The following specific recommendations are presented, however, as general 
guides which, in our view, would result in an improvement over the EMIC 
program of World War II. 

1. The program should be set up by specific legislative act. This would pro- 
vide a greater degree of stability. 

2. Within reason, sufficient time should be allowed local governmental units 
to prepare for the program. 

8. Sufficient administrative funds should be allowed to the Federal, State, 
and local groups that are to administer the program, and some of these funds 
should be available before the program is actually in operation. 

4. Coverage should be governed by general need, but should include wives 
and infants of all enlisted men eligible for dependents’ allowances and unmarried 
mothers and their infants when the father is an enlisted man and acknowledges 
paternity. 

5. The care covered should be complete medical, nursing, and hospital care for 
the mother during pregnancy, labor, and the postpartum period up to 6 weeks 
following delivery, as well as medical, nursing, and hospital care for the infant, 
including health supervision, during the first 2 years of life. 

6. The program should be administered through the Children’s Bureau and 
State health departments on the basis of plans submitted by the State health 
departments. 

7. A national advisory council should be set up to advise, consult with and 
make recommendations to the administrator of the program. Such a council 
should be composed of a large group of persons (about 16 to 20) who can ade- 
quately represent the professional groups concerned, the interests of the indi- 
viduals eligible for benefits, those administering service on the State level, and 
the public. They should elect their own chairman, set up their own agenda, meet 
on call of their chairman or the administrator at least annually, and their recom- 
mendations should be publicized. Each member of the advisory council should 
receive compensation for services rendered. 

8. State plans should foster a high quality of care through 

(a) Ineluding only hospitals which meet specified standards as set by 
the State health agency. 

(b) Promoting preventive care, particularly of children, with allowance 
made for payment of service in publicly supported programs such as child 
health conferences, as well as in the office of the private physician or in 
the hospital clinic. 

(c) Experimenting with ways of following the mother and baby to help 
assure that the child gets care. 

(d) Providing for an advisory committee composed of lay and professional 
representatives with power to elect its own chairman, set up its own agenda, 
and report and advise on the administration of the State program. 

9. There should be enough flexibility to allow States to experiment with 
different ways of providing the service through nonprofit insurance plans so 
long as these insurance plans provide appropriate remuneration for doctors and 
hospitals, and the same scope and quality of services specified by the over-all plan. 

10. State plans should foster ready transfer of patients and services on a 
regional basis within a State if such transfer will assist in taking the load off 
an overburdened area or in making additional services (particularly those of 
the medical consultant) available to the clients who live where they are not 
available. 5 

11. State plans should fulfill the five principles enumerated on pages 3 and 4 
above. 


Dr. Baumeartner. As public health workers familiar with all 
parts of the country, it is manifest to us that servicemen in the lowest 
pay grades during the early days of World War IT did find difficulty 
in securing medical care for their families, especially at the time of the 
birth of a new baby. Pari of this went back to insufficient financial 
resources of many men in the lowest pay grades, and part of it was 
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due to inadequate facilities for care in certain areas where there were 
large concentrations of servicemen. 

There is no doubt that such a state of affairs did threaten the health 
of woman and children and there was an adverse effect on the morale 
of the servicemen. 

It was a quite striking record, and quite unique in the United States, 
that was made by the emergency maternity- and infant-care program 
enacted by Congress. At its peak, about one-seventh of the total births 
of the United States were included. 

The American Public Health Association believes it important at 
this moment to review the problem of infant and maternity care for 
servicemen in order to have available carefully considered recom- 
mendations to facilitate the evaluation of any legislative proposals for 
governmental assistance. 

The first question that arises is as to when in a program of in- 

creasing mobilization there may be a necessity for Federal assistance 
to the wives and children of men in the armed services. Our report 
as submitted details the facts on which such a conclusion can be 
reached. It should also be pointed out that from the viewpoint of the 
individual concerned need may be just as acute in a time of low as in 
one of greater mobilization. 
e Asto what form this assistance should take, we are prepared to make 
certain general recommendations on the basis of experience in World 
War II and a knowledge of the various factors in the current sit- 
uation. We predict that as the program for military preparedness 
develops the need for Federal assistance will first be urgently felt in 
the same area of medical care as before, namely in maternity and 
infant care. 

The association believes that the following are basic principles 
that should be used in evaluating any proposals furnishing Federal 
assistance in this area, 

The program developed should— 

1. Provide for the ready acceptance of all who apply and are 
eligible for service, particularly for nonresidents and for those who 
started getting service in another State. 

Assure a high quality of medical care, including the services of 
physicians, nurses, and related personnel, as well as hospitalization. 

3. Protect the physician-patient relationship, provide for free 
choice of physigian; require a minimum amount of paper work; pro- 
vide adequate and fair compensation for services; and protect the 
freedom and initiative of physicians and medical institutions. 

4, Be designed to support the national effort during the emergency. 

Be the most economical consistent with high quality of care. 

We believe that care for mothers and children might be provided 
in several ways of which the following represent four possibilities: An 
expansion of military medical service for civilian dependents; a pro- 
gram of cash payments; a revised EMIC; and a program administered 
solely through existing nonprofit insurance agencies, such as Blue 
Cross and Blue Shield. 

The American Public Health Association seriously questions the 
wisdom of having military authorities responsible for the adminis- 
tration of a large medical program for civilians, because of the danger 
of overdevelopment of the military medical facilities and because such 
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a trend is counter to sound community health organization for 
civilians. 

We have concluded that any proposal which involves direct cash 
payments to the family for the purchase of medical care is unsound. 
To be sure, such a form of payment has the advantage of simple ad- 
ministration of cases involving the care of uncomplicated pregnancies 
and certain other items. The disadvantages, however, outweigh the 
advantages. There is no assurance that the money will be used for 
paying medical or hospital expenses. Even when so used, there is 
no assurance of care from licensed physicians or hospitals which meet 
even minimum standards. Such assurance of standards is the basic 
requirement of a program designed to prevent lowering of present 
levels of service and to avoid interruption of health care for mothers 
and children. We have listed other reasons for our conviction that 
payment in cash is unsatisfactory. 

Chere were many good features about the EMIC during World 
War II, both professionally and from the lay point of view, as I have 
pointed out in testifying as an administrator. 

On the other hand, there were justifiable complaints. While the 
program made allowance for variations in costs of hospital care, 
there was no satisfactory adjustment for geographical variation in 
usual professional fees. Some of the States set up cumbersome an@® 
wasteful authorization procedures and reporting methods. The in- 
fant-care provisions of the plan were but meagerly used. 

Since World War II there has been a rapid development of hospital- 
insurance plans and a smaller growth of insurance for physicians’ 
services. Dur official statement details our reasons for believing that 
it should be possible to experiment with use of these plans if they fulfill 
the qualitative and quantitative standards that we have set. 

We have compressed long study of this problem into a few specific 
recommendations which we believe would result in an improvement 
over the EMIC program of World War IL. 

1. The program should be set up by specific legislative act. This 
would provide a greater degree of stability. 

2. Within reason, sufficient time should be allowed local govern- 
mental units to prepare for the program. 

3. Sufficient administrative funds should be allowed to the Federal, 
State, and local groups that are to administer the program, and some 
of these funds should be available before the program is actually in 
operation. 

|. Coverage should be governed by general need, but should include 
wives and infants of all enlisted men eligible for dependents’ allow- 
ances and unmarried mothers and their infants when the father is 
an enlisted man and acknowledges paternity. 

5. The care covered should be complete medical, nursing, and hos- 
pital care for the mother during pregnancy, labor, and the postpartum 
period up to 6 weeks following delivery, as well as medical, nursing, 
and hospital care for the infant, including health supervision, during 
the first 2 years of life. 

§. The program should be administered through the Children’s 
Bureau and State health departments on the basis of plans submitted 
by the State health departments. 

7. A national advisory council should be set up to advise, consult 
it 


with and make recommendations to the administrator of the program. 
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Such a council should be composed of a large group of persons (about 
16-20) who can adequately represent the professional groups con- 
cerned, the interests of the individuals eligible for benefits, those ad- 
ministering service on the State level, and the public. They should 
elect their own chairman, set up their own agenda, meet on call of their 
chairman or the administrator at least annually, and their recom- 
mendations should be publicized. Each member of the advisory coun- 
cil should receive compensation for services rendered. 

8. State plans should foster a high quality of care through includ- 
ing only hospitals which meet specified standards as set by the State 
health agency; promoting preventive care, particularly of children, 
with allowance made for payment of service in publicly supported 
programs such as child-health conferences, as well as in the office of 
the private physician or in the hospital clinic; experimenting with 
ways of following the mother and baby to help assure that the child 
gets care; and finally providing for an advisory committee composed 
of lay and professional representatives with power to elect its own 
chairman, set up its own agenda, and report and advise on the adminis- 
tration of the State program. 

9. There should be enough flexibility to allow States to experiment 
with different ways of providing the service through nonprofit in- 
surance plans so long as these insurance plans provide appropriate 
remuneration for doctors and hospitals, and the same scope and qual- 
ity of services specified by the over-all plan. 

10. State plans should foster ready transfer of patients and services 
on a regional basis within a State if such transfer will assist in taking 
the load off an overburdened area or in making additional services 
(particularly those of the medical consultant) available to the clients 
who live where they are not available. 

11. State plans should fulfill the five principles enumerated above. 

Lastly I would like to put on my third hat and talk in behalf of 
the Child Welfare League of America, which is a national voluntary 
federation of child-caring organizations, public and private, in this 
country. Its affiliate members are located in 162 major cities in 40 
States and the Territory of Hawaii. Although this federation has 
not been directly concerned with EMIC, we have had brought to our 
attention the hardships which have been worked upon families of 
servicemen during a period of marked inflation. These have taken 
the form of requests for direct service of all kinds to our members, 
and particularly requests from mothers who work in order to supple- 
ment service allotments. 

Even with advance in pay there is evidence that the families of 
service personnel, particularly those of the grade of sergeant and 
below. are unable to afford necessary emergency medical care if it is 
of any sizable cost. The serious morale implications resultant in the 
inability of families of military personnel to afford adequate and 
proper medical protection for their children are obvious. 

The Child Welfare League of America is unable at the present time 
to testify either for or against either of the bills now being considered 
by the Senate Subcommittee on Health, but as the national standard- 
setting agency for child care, we strongly advocate the inclusion in 
these of those portions preserving good standards of maternity and 
infant-health care. We believe that failure to include those safe- 
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guards which protect the health, and those which protect the effective 
expenditure of public funds, would be disastrous. The effective way in 
which the Federal Children’s Bureau has already administered other 
funds for care of mothers and children leads us to advocate strongly 
the continuance of this agency in such capacity. 

Thank you. 

Senator Hut. I notice you advocate the bill providing care for the 
first 2 years of life of the child. You feel that would meet the need ? 

Dr. Baumearrner. The American Public Health Association 
officially approves the payment of care for the first 2 years of life. 
As an individual pediatrician I would feel those are the more im- 
portant years for the health of the child. They also are the years 
in which expense is greater. It is most important in those years to 
have health supervision. I am not saying it is not important from 2 
to 5. but I do not think it is relatively quite as important. It would 
help the problem a great deal if care could be provided up to 5 years 
of age but the American Public Health Association approved pay- 
ment of care only through 2 years of age. 

Senator Hitz. Does the Child Welfare League of America have any 
kinship with the old Child Welfare Association? Was that the 
association that used to be headed by Dr. Owen Lovejoy ? 

Dr. Baumeartner. It is the same organization. 

Senator Lenman. Doctor, you suggest that care be given for the 
infant during the first 2 years of his life. Am I correct in interpret- 
ing your remarks as not being opposed to giving this care for the 
first 5 years, but that you recommend 2 years, rather than 1 year, as 
was the case under the wartime EMIC program ? 

Dr. BaumeartNer. You are asking me as a representative of the 
American Public Health Association ¢ 

Senator Lenman. Yes. 

Dr. Baumearrner. It is my understanding, although I have not 
met with the committees, that their recommendations were made on 
the basis of improving the old EMIC. They thought 2 years more 
desirable than 1 year. They made no specific statement about the 
desirability or nondesirability of care after the second year of life. 

Senator Lenman. I understand that. 

Dr. Baumcartner. I cannot imagine they would think it was un- 
desirable to do it from 2 to 5. 

Senator Leman. I understand they do not believe it to be un- 
desirable, but I am trying to establish the need for or the desirability 
of extending the period beyond 1 year. : 
_ May I ask you whether you could testify in one of your three capac- 
ities with regard to the need or desi rability, whichever you want to 
use, of a change from 1, at least, to2 years? — , 

Dr. Baumearrner. I would be authorized by the official statement 
of the American Public Health Association to so testify for them, 
that is, the extension from 1 year to 2 years. In my own behalf, I 
would say that I would like to see the cost figures and if they were 
not stupendous, I would be in favor of care being extended up to 5 
years of age. , 

Senator Lenman. You have no question about the desirability or 
need of extending it to 2 years. , 

Dr. Baumeartner. I have none. 
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Senator Lrnman. In view of the fact that a question has been raised, 
and it is the principal question of those that have some hesitation in 
approving this legislation, as to the need for the legislation, 1 wonder 
whether you could give us any advice with regard to the following two 
questions: 

(1) How can the subcommittee measure the need for this legislation 
which we are now considering, and (2) when does the need for such 
a program become apparent ? 

Dr. Baumeartner. I might begin by saying that I think you have 
to keep constantly before you the fact that there is a difference between 
need and demand. At least in my ae there is. ‘There are a 


great many people who may defend a program without knowing 
whether there is actual need for it or wh I would prefer to talk 


about need and not demand. 

Senator Leuman. Because demand should not be controlling, al- 
though it must be taken into consideration. 

Dr. Baumgartner. I would say this also, that in my experience with 
these programs it is very difficult to get exact figures that prove 
need ahead of time. I think maybe it is a little bit like—I do not 
know whether I can think of an example. If you know there are nylon 
shirts in the store, you will ask for them. If you know they cannot be 
purchased, you will not ask for them. Certainly in our experience 
there were a few people, and by a few, I mean a good many, hundreds 
of people that were asking for help before the Congress announced 
the EMIC program the last time. But there were many, many more 
people who really needed the program than we knew were asking for 
it. So that I think it is very difficult in any of these programs to 
establish need before the time that people know something is available. 

On the other hand, in the statement of the American Health Asso- 
ciation, you find a series of criteria on which need may be based—such 
as the number of men in the service, their base pay, their birth rate, 
the numbers that could be cared for in military hospitals, the numbers 
of them that are living away from their usual place of abode. The 
association listed factors which it was felt could be studied on an over- 
all basis in national figures and give the committee a way of measuring 
when the need became available. Dr. Eliot seems to have presented 
some of these in her testimony, though it was hard for me to hear her 
testimony. In any event, I believe certain objective factors which are 
a measure of need, can be studied. 

There is one other thing I would like to point out, however, and that 
is despite what those figures add up to when it comes to human need, 
the case that cannot get care needs help just as badly when there are 
100,000 people needing care as when there are 1,000 people needing 
care. 

Senator LeHmMan. Do you feel that the setting up of an EMIC pro- 
gram, either as outlined in one bill or in the other, or in a revised bill, 
which is quite possible, does affect the health and the morale of the 
people of the Nation ? 

Dr. BaumGarrNeER. I do not think there is any question about that. 
What is more, I think such a program would be helpful at this time 
toa good many operating agencies. Just recently, for example, I had a 

call from a large Catholic hospital in New York City saying that half 
of the women that are coming to its prenatal clinics these days are 
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wives of servicemen, women who apparently cannot afford to pay the 
usual clinic fee and delivery fee, and asking if there is any way at all 
we know to help them? I cannot tell you whether this situation is 
typical of half of the pregnant wives of servicemen coming to other 
hospitals or living in other areas, but this is but one example of calls 
for help that are coming to us by phone in the present emergency. 

Senator LenMan. Dr. Eliot has testified that in all probability there 
will be about 200,000 births among servicemen and their wives this 
coming year, of which only 75,000 can be taken care of in military 
hospitals. Is it your belief that unless a program of this character or 
similar to what is now proposed is set up, the health and the morale of 
a substantial number of mothers and children, and the morale of a sub- 
stantial number of servicemen, will be adversely affected ¢ 

Dr. Baumearrner. I certainly think it would be constructively 
affected if the help is available. There is no doubt about that. 

Senator Leaman. Thank you very much. 

Dr. BauMGARTNER. Thank you, sir. 

Senator Hitz (presiding). Mrs. Milton Lachenbruch. 


STATEMENT OF MRS. MILTON LACHENBRUCH, MEMBER, BOARD 
OF DIRECTORS, SPOKESMEN FOR CHILDREN 


Mrs. Lacuensrucw. Mr. Chairman, I am Mrs. Milton Lachenbruch, 
a member of the board of directors, Spokesmen for Children. 

I thank you for the opportunity to appear before this committee 
in support of title I of S. 2337. 

Spokesmen for Children concerns itself entirely with Federal leg- 
islation affecting maternal and child health and welfare, which is one 
reason why this brief supports only title I. The other reason is that 
we consider maternity and infant care a positive health measure, 
which should not be confused with sickness. I suggest that title II 
should be a separate bill. 

The coming of a baby is a natural, wholesome, happy event, at 
least it should be. It is the business of young people, young parents. 
It is the daily rebuilding and renewing of our population. Each new 
baby has a new and special contribution to make to the Nation, per- 
haps as a Senator like you, or a Congresswoman like Mrs. Bolton, or 
the steadfast wife of a young serviceman, like the young woman I 
am about to introduce to you. Whatever the child’s destiny, the 
United States should and must stand by him, just as he or she is ex- 
pected to stand by this country in time of war or national emergency. 

The young parents of today have never known normal times. They 
were born in depression and raised in war. Now their lives are being 
interrupted and confused by a cold war, by a time of uncertainty 
and frustration, whether they are in the armed services, or trying to 
settle into work. : 

Spokesmen for Children gives full support to title I of S. 2337 
and urges this subcommittee to report this title favorably and carry 
it to the Senate for a vote. ‘ 

[ have brought with me today Mrs. Edward Preble, the mother 
of three children. Mrs. Preble had her first baby with help from the 
emergency maternity and infant care service run by the Federal Gov- 


ernment during World War II. Her husband was fighting in Ger- 
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many when the baby was born. I have asked Mrs. Preble to tell her 
own story. 
Senator Hitt. We will be glad to hear you, Mrs. Preble. 


STATEMENT OF MRS. EDWARD C. PREBLE, ORANGEBURG, N. Y. 


Mrs. Presie. I am happy and thankful to be able to come and 
talk to this committee about my experience with the emergency ma- 
ternity and infant care program because I realize what I have to 
say about my experience should help to win this badly needed care for 
the servicemen’s wives of today. It was while my husband was home 
on his last furlough before going overseas that we found that I was 
pregnant. Of course, we were very excited and started right away 
planning for our first child. My husband, Ted, had been in the Army 
for 2 years so we had no savings and not much of an income. I think 
I was getting $50 a month and Ted, who was a corporal, about $31 
a month. When we sat down and tried to make out a budget that 
would allow for enough savings to even pay for the cost of the hos- 
pital and doctor, we became quite discouraged and frightened an- 
ticipating the coming of our first child. We decided I would work 
as long as possible and somehow we would scrape by. 

Ted left from Portland, Oreg., where I was to live until he came 
home again, and went to Texas and then right on to Camp Shanks 
to be processed before going overseas. In one of the forms he filled 
out at Camp Shanks there : as the question, “Is your wife preg- 
nant?” When he answered “Yes” to this he was told about the EMIC. 
You can imagine how relieved he was to know that through this pro- 
gram he would be able to provide his wife with a good doctor and 
proper hospital care. He wrote to me right away and I went to my 
doctor and asked him if he accepted patients under this program. 
My doctor was very nice and very friendly and assured me that he did. 
Then he went on to tell me, pleasantly, but firmly, that he and the 
other doctors were happy to be able to do this, but that I was not to 
confuse this with socialized medicine. He said the doctors were doing 
this because they wanted to do their part for the servicemen and their 
families. That was the last time that my doctor or any of the people 
in his office mentioned the program to me. ‘They sent in my applica- 
tion and took care of anything else that needed to be done. I left 
the doctor's office that day knowing that I would have good and 
interested care. 

In the third month of my pregnancy I began having some trouble 

carrying my baby and had to go to the hospital for a week. One 
evening, While I was having an intravenous feeding, Ted called me 
from New York. The doctor and nurse on duty knew that it would 
worry my husband if I could not come to the phone so they hurried 
me out of the feeding apparatus and wheeled me to the phone. I was 
so glad to be able to tell my husband what good care I was getting, 
and assure him that he really didn’t need to worry. 

Fortunately the extra expense came under the EMIC program, 
too, because after this I could not work any more for the rest of my 
pregnancy which meant that we were only getting Ted’s income as 
a corpor: al. 

When it came time for the baby to be born I went back to the same 
hospital. I shared a room with three other new mothers. The one 
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thing that all new mothers seem to have in common is a desire to 
talk, mostly about their families. One day when we were talking 
together I found out that one of the other girls in the room was also 
a serviceman’s wife and that she had used EMIC, too. This was her 
third child. She had worked in a knitting mill as long as possible 
to support her two older children while her husband was in the service. 
I guess it was talking to this girl that made me realize how desperately 
the servicemen and their families need this kind of program. 

We received competent and friendly care, as did all the patients, and 
both went home with healthy babies. The public-health nurse came to 
see me soon after I had gone home to see if I needed any advice or 
help with the baby. 

I want to tell you again how much it has meant to me to be able 
to come here and to know that our Congressmen are so sincerely inter- 
ested in meeting the most personal needs of the people as this expe- 
rience has so plainly shown. 

Senator Hitz. Thank you both very much. 

Is Miss Hazel Corbin, director of the Maternity Center Association 
here ¢ 


STATEMENT OF MISS HAZEL CORBIN, DIRECTOR, MATERNITY 
CENTER ASSOCIATION, NEW YORK, N. Y. 


Miss Corsty. I am very glad to be here today. I started to work as 
a public-health nurse in 1917, at the time of the First World War, 
and the organization that I work with is concerned with good care 
for women when they are having babies. 

Senator Hix. Then you remember Dr. Owen Lovejoy. 

Miss Corsrn. I do, very well. 

Senator Hint. He was a wonderful man. 

Miss Cornrn. He was. 

Senator Hm. I was very much interested in knowing whether the 
Child Welfare League was a descendant of the Child Welfare Asso- 
ciation. 


Miss Corsryn. That is right. 


In 1917 when I started to work, one of the first things we ran into 
was the problem of trying to get medical care for the pregnant women 
whose husbands were abroad in Germany. That was the first year I 
worked. I remember going around and asking doctors that I knew, 
and the hospitals. to try to take these women in. But they had no 
money. Frequently their allotment had not come through. The Red 
Cross was there — ancing a little money and trying to get these 
women to give e up the home they h: - made and go live with some rela- 


So there was great « ae Ti aan to iieatiniad chaotic pwede the 

whole period of the war. People who had always been self-sufficient 

were taking charity from a doctor, or a hospital or other agency or a 
chbor. : 

‘Th ven we came to 1942, and I was still working in New York with 
the Maternity Center Association. Right after the EMIC bill was 
passed, the Commissioner of Health, Dr. Stebbins, called and asked 
us 1f our organization could interview some of these women strangers 
in New York and try to he Ip them get care under the EMIC plan 
because immediately the bill became law, nobody knew how it was 
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going to work or how they were going to be paid for it. So it was 
my very pleasant and hard job to start in trying to get some doctors 
who were interested in it, and some hospitals “that would say yes, 
we will take these patients, because many of them had come to New 
York to say good-by to their husbands. They were going to have 
babies right then and they were alone. 

I talked with the chief of staff of one of the big university hospitals 
in New York and he said, “We will take them in.” In the meantime 
it was July and vac ation time. He called up many obstetricians he 
knew, and within a matter of hours we had a list to whom we could 
refer these mothers. 

I was checking with our own medical board to see if that was the 
policy they were willing to approve, that we would try to help these 
women find the best care that could be gotten under the circumstances, 
which they after very careful consideration authorized us to do. 

Our organization interviewed over 20,000 women in New York and 
helped them get care. When they came into the office they very often 
did not know “anybody. They were living alone in a room. So it was 
a matter of telephoning to a doctor, a hospital, making arrangements, 
and making an appointment right then and there so when the woman 
left, she had a plan. We also made arrangements for her to go some- 
where and get some educational help, some mothers classes, whatever 
was available. 

We never had an experience when we could not get hospital and 
medical care under this system. On the whole it was good care. It 

yas our impression as we looked at it afterward that the quality of 
care they were getting was good, and that the hospitals that took the 
patients in were giving a good quality of care. 

Now we come to 1952. We find ourselves m: ny times each day tell- 
ing the wives of servicemen, “No, there isno plan. There isno EMIC. 

Senator Hitz. Do you have a good many calls every day? 

Miss Corsin. Yes. Somebody says, “I was pregnant last time and 
I went to the Maternity Center. Cail them. They know where to go.” 
So they therefore call us. 

In 1917 the hospitals charged $30 for maternity care and a priv “ 
doctor’s fee was $25 if he cared for the mother in her home. Today 
New York the hospital bill for ward care, clinic and ward care, is 
from $150 to $180. The doctor’s fee on the average is $150 minimum. 
The income for soldiers has not gone up proportionately. The cost 
of living has gone up. The Maternity Center Association has an- 
thorized me to say we would like to see a bill like S. 2337 enacted. That 
issectionI. We are for section I of that bill. 

We are very much interested in the fact that this bill plans for the 
utilization of voluntary public health and medical organizations in 
provision of service. We are interested, too, in the requirement that 
an advisory committee be set up on the State level. It is our feeling 
that an advisory committee on the State level would tend to make for 
better understanding and cooperation and a higher quality of care. 

We are also in accord with the recommendation made by one of the 
previous speakers that the advisory council on top level, the Federal 
level, sleouta meet with regularity, and should make its recommenda- 
tions and findings known to the public. It would avoid much of the 
misunderstanding that prevents some of these services from serving 
as well as they might. 
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I think that covers what I had to say, gentlemen. 

Senator LeHMaAn (presiding). Thank you. 

Before we adjourn, I want to put in the record two letters which we 
have received. One is from Mr. J. L. McGaskill, director, legislation 
and Federal relations division, National Education Association of the 
United States. 

The other one is from Mr. Arthur J. Will, chief administrative of- 
ficer, county of Los Angeles, Calif. 

(The documents are as follows :) 


NATIONAL EDUCATION ASSOCIATION OF THE UNITED STATES, 
Washinyton D. C.. Mareh 5, 1952. 
Hon Hersert H. LEHMAN, 
Senate Office Building, Washington, D. C. 

Dear SENATOR LEM MAN: Your letter of February 27, addressed to Mrs. George 
Ellison, has come to my desk in order that, speaking on behalf of the membership 
of the National Education Association, I may submit a brief statement for the 
record on S. 1245 and S. 2337 which have as their purpose the assuring of ‘“‘ade- 
quate health care for dependents of servicemen.” 

Although a spokesman for the National Education Association will be unable 
to appear before your subcommittee, the association is very interested in the 
type of legislation under consideration at the present time. The 1951 repre- 
sentative assembly of the National Education Association, meeting in San Fran- 
cisco, affirmed its belief that “Congress should provide funds, to be administered 
throuch public agencies and under State and local control, to strengthen the 
health- and physical-education program for all children in all schools and col- 
leges.” Because the association considers its health- and child-welfare policy as 
quoted above to bear a close relationship to the intent and purpose of the legis- 
lation now before your subcommittee, the National Education Association is 
pleased to lend its support to S. 1245 and similar legislation, and believes that 
such legislation is deserving of affirmative consideration by the Congress. 

Sincerely yours, 
J. L. McCaskI.Ly, 
Director, Legislation and Federal Relations Division. 


County oF Los ANGELES, 
Los Angeles, Calif... Mareh 6, 1952. 
Hou. Herrert H. LEHMAN, 
i nite ad Ntates Senator, Chairman, Nu be ommittesr On Health, 
Washington, D.C. 

Iran Srr: We are pleased indeed to receive your communication requesting 
information regarding Senate bills 1245 and 2337. Apparently these bills suggest 
ar activation on the Federal level of the original EMIC program which started 
during the last war and will parallel the function of the original laws setting up 
the matter under the Federal Security Administrator. 


] as a member of the advisory council to the Secretary of Labor for a period 
of several years during the Second World War on this particular subject, and at 
that time, of course, there was no question of the need for such a program. 


these bills are designed to provide for the care of pregnant women both 
thr: ugh the prenatal and post partum period, I am in favor of the establishment 


of such enabling legislation and appropriation of Federal funds to pay for the 
services It is my opinion that the Federal Government should pay the entire 
cost and that State and local governments should not be required to pay any of 
the cost because the emergency need is due to a Federal Government activity, 


namely, war services 

There is a tremendous amount of information available in the hands of the 
Sur eon General of the United States Public Health Service and the Children’s 
Burcau, which is now under the Federal Security Administrator. 

There is also additional information developed out of a conference held in 
the early part of May 1951, sponsored by the American Hospital Association, 
which dealt with the methods, type and kind of payment, cost accounting, ete., 
that would properly reimburse hospitals for these services. This conference 
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was attended by hospital administrators, representatives of the American Medi- 
eal Association, staff members of the American Hospital Association, officers 
representing various departments of the United States Government such as 
the Indian Affairs Bureau, Veterans’ Administration, United States Public 
Health Service, Children’s Bureau, etc. In addition, there were representatives 
of all types and kinds of hospital-insurance programs and welfare departments 
and agencies that buy hospital services as a third-party payor. The subject 
was thoroughly discussed by some sixty-odd people who are fully qualified to 
advise on these matters. 

I attended this conference and agreed with the findings and conclusions. 

My personal comments relative to Senate bills 1245 and 2337 are: 

1. S. 1245 establishes a program of grants-in-aid to assist the States to provide 
maternity and infant care for the wives and infants of enlisted members (below 
the grade of warrant officer) of the Armed Forces. I do not agree with the basic 
premise of apportioning funds according to the financial need of each State 
to merely assist the effectuation of this program. The entire cost of emergency 
maternity and infant care should be a Federal charge, as I have indicated above 

Since the wives of enlisted men tend to follow them throughout the country, 
abnormal concentrations occur in isolated sections, which was particularly true 
of the Los Angeles area during World War II. Since the philosophy of the whole 
program is one of national assistance to the war effort, the cost of the pro -ram 
should be a national charge. Certain areas should not be penalized because 
of abnormal population shifts. Therefore, I support the philosophy in your bill 
(S. 2837) which provides for the entire cost of the program being assumed b 
the Federal Government. 

2. For your specific information, there is not an emergency need for this type 
of program in the Los Angeles area at the moment. However, in my opinion, 
machinery should be established to permit the activation of such a program with- 
out undue delay, should the need develop. 

3. I do not approve of the feature included in your bill (S. 2337) providing 
hospital care for dependents of servicemen, as distinct from the maternal and 
infant-care provisions. 

4. In my opinion, the benefits of the proposed program should be limited to 
those wives of servicemen who are in need, as distinct from those who have 
pecuniary ability to pay their own way. This operation in the county of Los 
Angeles would follow the present practice of determining “medical indigency 
Although we are interested in the welfare of the soldier, his wife, and child, an! 
indirectly the entire morale of our Armed Forces, the taxpayers should not be 
requested to make contributions entirely unnecessary because of the adequacy 
of personal funds for the purpose. 

I appreciate very much your courtesy in requesting my observations. Un- 
fortunately it will be impossible for either myself or a representative of this 
county to attend the subcommittee hearings beginning on March 10, 1952. It may 
be that you will wish to place my observations before the committee for its 
consideration. 

Very truly yours, 
ARTHUR J. WILL, 
Chief Administrative Officer 


Senator Leuman. The hearing will stand in recess until tomorrow 
morning at 10 o’clock. 

(Thereupon, at 12: 15 p.m., a recess was taken until Tuesday, March 
11, 1952, at 10 a. m.) 
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TUESDAY, MARCH 11, 1952 


Untrep Srates SENATE, 
SUBCOMMITTEE ON HeAuru oF THE COMMITTEE 
on Lapsor AND Pusiic WELFARE, 
Washington, D.C. 
The subcommittee met, pursuant to recess, at 10 a. m., in the old 
Supreme Court room, the Capitol, Hon. Herbert H. Lehman (chair- 
man) presiding. 
Present: Senator Lehman. 
Present also: Kenneth Meiklejohn, staff director; Melvin W. Sneed, 
assistant staff director; Nora K. Piore, research assistant. 
Senator Lenman. The hearing will please come to order. 
Congresswoman Bosone, will you take the stand. We are very glad 
you are able to come. 


STATEMENT OF HON. REVA BECK BOSONE, A REPRESENTATIVE 
IN CONGRESS FROM THE STATE OF UTAH 


Representative Bosonr. Thank you, Senator Lehman. 

Mr. Chairman, my name is Reva Beck Bosone, Member of the 
House of Representatives from the Second Congressional District of 
Utah. 

Mr. Chairman, I want to say that this is the first time that I have 
appeared before your committee, and I want you to know that I 
deem it a great privilege, because I think the chairman of this com- 
mittee, Senator eee is one of the great men of this country. 

Senator Lenman. Thank you very much, indeed. It is a very un- 
deserved compliment, but very welcome. 

Representative Bosonr. It is very deserved. I have observed you 
for many, many years, as other people in the country have, and know 
your record for humanity. I think, Mr. Chairman, to save time, I 
had better read my statement. I usually ad lib and then insert the 
statement, but I believe I would prefer to read it, if you do not mind. 

Senator Lenman. Very well. 

Representative Bosonr. I have introduced a bill in the House of 
Representatives, H. R. 5871, which is a companion measure to that 
introduced by Senator Lehman. I understand you also have before 
you a slightly different bill introduced by Senator Humphrey. 

However, I am not here tod: iy to advocate any particular plan— 
even the plan in the bill I have introduced—but to lend my support 
to you who are seeking a solution for what I believe is a most unfair 
and urgent situation. 


73 








74 HEALTH CARE FOR DEPENDENTS OF SERVICEMEN 


I know we are all acquainted with the conditions which sometimes 
arise when a voung husband is called to the colors and is forced to 
leave his pregnant wife without enough money to see her through 
her confinement—and often too far away from a service hospital where 
she could apply for care. I have had some heartbreaking letters on 
this subject, and I am sure you Senators have, too. So, I will not 
review case histories, but will vet right into possible solutions to the 
problem. 

[I do not know whether the idea I am going to throw into the pot 
for your consideration has been suggested by anyone else or not, but 
I feel it is definitely worth considering. It is an idea that was sug- 
gested several weeks ago by the Utah State Medical Association. The 
association sent to me a resolution, the vist of which was that. and 
1 quote: 

If in the independent judgment of the Department of Defense, or Congress, 


the welfare of our preparedness program requires that dependents of members 
of our Armed Forces receive medical care on a service basis, then the medical 


profession stands ready to provide such services through Blue Shield and other 
Medical Sow ety Sp nsored plans 


I will not take time to read the full resolution, but I should like at 


his time to ask that it be included in the record. 
Phe document is as follows:) 


UTAH STATE MEDICAL ASSOCIATION, 


Salt Lake Citu, Utah, Febuary 8&8, 1952? 


H RevA Beck Boson 
He se of Representatives, Washinaton, D. C 
vk Mrs. Boson} At the meeting of the council of the Utah State Medical 
Association, the following resolution was passed with instructions that it be 
» you for your information and consideration : 


Whereas dependents of members of the Armed Forces at times need medical 
re under circumstances that involve financial hardships, lack of adequate 
l al facilities, or both; and 
Whereas the physicians of the United States through their sponsored pre 
ble to provide medical care to such dependents on a service 


ent plans are a 


Whereas many citizens entering military service already have protected their 
endents against costs or illness through voluntary insurance: and 

Whereas Blue Shield and other medically sponsored plans enable their :ném- 
rs to receive high-quality medical care with free choice of physicians; and 
Where abor and industry generally have recognized that medical-insurance 
developing better employee morale: 


are important il 
Phat, if in the independent judgment of the Department of Defense, 

re of our preparedness program requires that dependents 
s our Armed Forces receive medical care on a service basis, then 
profession stands ready to provide such service through Blue Shield 


societ v-sponsored plans.” 


Ww H TIBRALS. RE recutive Ne cretary, 


, 


Representative Bosonr. Followin 
the following telegram to W. H. T 
I ) State Medical Association. It 





up this idea, last week I sent 
ibbals, executive secretary of the 
read: 


Is it} tic I hat would be reaction of Utah Medical Association to a 
1 Department of Defense would pay and maintain memberships 
Aorean 8 ers Inedical-society-sponsored plans? Senate hearings on 

s g Monday 
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The next day I received this reply [reading : | 

It is the belief of the officers of this association that a plan whereby the 
Defense Department would pay for and maintain memberships for the wives 
and children of soldiers in the Korean war in medical-society-sponsored plans 
is not only eminently practical but would result in the providing of a higher 
type of care to the beneficiaries at a considerable saving in cost to the Govern 
ment. 

These telegrams speak for themselves. I do want to add this, how- 
ever: L have been in communication with Mr. Theodore Wiprud, 
executive secretary of the Medical Society for the District of Colum 
bia. Mr. W iprud told me that this idea has been considered at at 
least one national meeting of doctors. He indicated that there was 
considerable favorable comment, and that the matter was being given 
further consideration. Mr. Wiprud, who seemed sympathetic to the 
idea, sald there were sole problems which had to be handled before 
such a plan could go into effect. One of these—and probably the 
biggest—is the fact that the various medical-society plans are not 
uniform. 

Now, how serious a handicap this is, | do not know. I have not vet 
had time to look into this particular angle, and T thought I would 
wait and see what developed in these hearings before pursuing the 
suggestion any further. 

Mr. Chairman, I hope we can devise some way to provide maternity 
and infant care for the wives and infants of our servicemen, for I 
feel we must meet this problem. As for me, 1 would rather see some 
system which would — the existing medical plans than to have the 
Government set up one in opposition to and duplication of existing 
systems. I hope we can ‘fully explore ways and means of adjustit g 
existing systems to meet the current problems. 

If, however, after reasonable e xploration, we find that private plans 
cannot be adapted to present conditions, or that the adaptation would 
take so long a time as to be virtually ineflective, then I think we 
should take whatever steps are necessary to provide this care now, 

Inasmuch as a Korea-like situation is apt to be with us for many 
years, maybe a half generation or more—which God forbid—lI believe 
we should give the prob lem a long-range scrutiny. It might be that 
the use of private plans such as discussed in the foregoing telegram 
is the best solution in the long run, but a stopgap set-up to handle 
the immediate cases niche be nec ‘essary. 

I hope that these hearings result in a final draft of a bill. But, if 
not a final draft, then I hope they open up channels for possible 
solutions. 

I thank you, Mr. Chairman. 

Senator LenMan. Thank you very much, indeed. Of course, in the 
statement whieh ] made vesterd: iy aut the opening of these hearings, 
I said that the bills that had been presented, your bill and mine, and 
Senator Humphrey's bill, did not necessarily represent our final think- 
Ing on this subject. We are very anxious to get suggestions from 
various organizations, and from the medical profession. It has been 
emphasized here, and the bill permits it, that so far as practicable, 
consistent with economy and ‘offic lency, we diet try to use the 
fac ilities of the existing voluntary health-insurance plans, like the 
Blue Cross and the Blue Shield and possibly others, without, how 
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ever, foreclosing the authority of the States to deal directly with the 
doctors in contracting for a system of care or agreeing on rates of 
compensation and various matters of that sort. But certainly the 
witnesses who have appeared thus far have emphasized, as I have, 
and some of my colleagues on this committee have, the importance of 
trying to utilize the facilities of the existing voluntary health-insur- 
ance agencies as you have suggested, and the Utah Medical Society 
has suggested. 

Representative Bosonr. I am so glad, Mr. Chairman, my thinking 
fits in with the thinking of the chairman of the committee. 

Senator Leuman. It does. As you know, the proposal is that the 
administration of the program would be in the hands of the State 
agencies, under regulations and policies, of course, set down by the 
Federal agencies. 

I am very glad indeed that our thinking is along the same lines. 

Representative Boson. I am, too. 

Senator Leuman. Thank you very much indeed, Congresswoman. 

Representative Bosons. Thank you very much, Mr. Chairman. 

Senator Leuman. Is Mr. Kennedy here? Mr. Kennedy is appear- 
ing, I believe, for the American Legion, in place of Mr. Randel 
Shake / 

Mr. Kennepy. Yes, sir. 


STATEMENT OF MILES D. KENNEDY, LEGISLATIVE DIRECTOR, 
AMERICAN LEGION 


Senator Leuman. Will you identify yourself? 

Mr. Kennepy. My name is Miles Kennedy. I am legislative direc- 
tor of the American Legion. 

At this time, I want to thank you, Mr. Chairman, and your col- 
leagues for giving us an opportunity to appear before you in connec- 
tion with the legislation that is under consideration. Mr. Shake has 
asked me to extend his apologies to you, sir, for being unable to be 
present in person due to conditions beyond his control, but on his be- 
half, I have already filed with the clerk of the committee Mr. Shake’s 
statement. I will ask that the statement be incorporated in the record 
under his name, exactly as it was filed. 

Senator Leumayn. It will be so incorporated. 

(The statement is as follows:) 


STATEMENT BY RANDEL SHAKE, DIRECTOR OF THE NATIONAL CHILD WELFARE 
COMMISSION, THE AMERICAN LEGION 


Mr. Chairman and gentlemen of the subcommittee, I want to take this oppor- 
tunity in behalf of the American Legion to express to you our sincere apprecia- 
tion in being granted the privilege to appear before your committee and present 
our position in favor of 8S. 1245. 

Over a quarter of a century ago the American Legion established as one of its 
primary purposes service for the dependents of disabled veterans. This action 
resulted in the establishment of the child-welfare program of the American 
Legion. For more than 25 years one of the goals of our child-welfare program has 
been to assure adequate care and protection for the children of veterans, who now 
make up 50 percent of our child population, and to improve conditions for all 
children. 

The American Legion through its posts, affiliated organizations, and its national 
organization maintains a program of temporary financial assistance for the 
children of veterans. During the 12 months period, May 1, 1950, to April 30, 1951, 
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the American Legion and its affiliated organizations provided nearly $7,500,000 
in direct aid for the children of veterans. This amount brings the total aid fur- 
nished to children of veterans over the past 25 years to more than $87,000,000. 
These funds came from the American Legion and its affiliated organizations or 
from outside sources secured through American Legion efforts. The American 
Legion’s child-welfare program is carried on, for the most part, by volunteer 
workers scattered throughout the country with each State maintaining its own 
child-welfare organization. Each of the over 17,000 American Legion posts has 
a child-welfare chairman or designated officer. Likewise, the American Legion 
Auxiliary has a child welfare officer in each of its 14,000 units over the country. 
It is this vast volunteer group that provides the backbone for our child-welfare 
program—by assisting the needy veteran’s family, developing community pro- 
grams for children, combating juvenile delinquency, and all the many other 
things encompassed by the broad term “child welfare.” The principles and 
objectives of our national child-welfare program are determined by representa- 
tives of this group. Through such organization we feel that we are able to obtain 
a reasonably accurate grass-roots expression of the needs of children in America. 

Shortly after the outbreak of the Korean emergency, the American Legion, 
through its national child-welfare division, began receiving reports from its 
child-welfare workers that a need was developing for a program of maternity 
and infant care for the wives and children of servicemen. 

The need for such a program was expressed in the following resolution adopted 
at the national convention of the American Legion held October 9-12, 1950 at 
Los Angeles, Calif. 

No. 702—Reestablish an emergency maternity and infant-care program: 

“Resolved, That we urge the establishment of an emergency maternity and 
infant-care program similar to the program operated during World War II, with 
due consideration given to correcting any inequities which the experience de- 
veloped during World War II may have revealed.” 

This resolution was reaffirmed at the thirty-third national convention of the 
American Legion held October 15-18, 1951, in Miami, Fla. 

During recent months the national organization has received an increased 
number of reports substantiating the need for this type of program. Basically, 
these reports have indicated the inability of enlisted personnel to pay for con- 
finement care from their Government income. Care in many instances has 
been provided through charitable organization or through welfare funds and 
in many instances the services rendered have not been paid for. It would be 
fair to state that areas adjacent to those military establishments which are 
able to provide medical service to dependents appear to have little need for 
such a program. We feel that the reports our national organization has re 
ceived are fairly representative of the situation as it exists throughout the 
country, inasmuch, as American Legion posts are found in practically every 
locality of the United States. 

According to information reaching our national child-welfare division late 
last summer it appeared that military installations would be able to provide 
confinement care for less than one-third of the expected births in enlisted men’s 
families during 1952, This information was released prior to the announcement 
by the Selective Service System that childless husbands would be inducted for 
military service. The extent to which this action will increase the need for 
maternity and infant-care benefits is not known, but it seems reasonable to as- 
sume that the need will increase. 

I also wish to call attention to the fact that the approximately 314-million-man 
military force which we now have is not a static group. Laws providing for the 
duration of various types of service make necessary a constant turn-over in 
military personnel so that the total number of families which would be protected 
through the proposed legislation would be considerably larger than the number 
of families of service persons potentially eligible for such services at any one 
point in time. 

During recent years it has been the policy of the Armed Forces to provide 
medical care for the dependents of servicemen. Currently, some military in- 
stallations are unable to furnish maternity service to wives of servicemen because 
of insufficient bed space and medical personnel. In addition, many servicemen’s 
families live in areas where there are no military hospitals readily available. 
Many servicemen are unable to move their families near to military installations 
because of a lack of adequate housing or their inability to pay high rent in such 
areas when housing does become available. In any event, there are no service- 
men’s families in Korea. During peacetime, families of career-service personnel 
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have been able to live on the military reservation or adjacent to it and avail 
themselves of the medical facilities of the installation. If maternal and infant 
care is available to the dependents of members of the Armed Forces during peace- 
time, then such benefits should most assuredly be available to all members’ fami- 
lies during a national emergency. 

Members of the regular peacetime Military Establishment are aware of the 
compensation and benefits available to their families and themselves when they 
enter the service. Reservists and draftees are involuntarily removed from homes 
and families and are no®given the opportunity for such a choice. We feel that 
the Federal Government has a responsibility in helping this latter group over- 
come the hardships caused by their entry into the Armed Forces. 

We agree that the degree of need for an emergency maternity and infant-care 
program over the country varies. We do not feel there are substantial statistics 
available currently which prove conclusively the extent of the need for such a 
program, In our experience, there bas not been the furor for such an emergency 
maternity and infant-care program as existed during World War ITI because there 
are not as many service families. In addition, many families which need such 
benefits are aware that there is no such program and consequently are unable 
to record their need for it. Probably the proportion of service families needing 
such help now is just as great as the proportion that existed during World War IT. 

The American Legion is primarily concerned here today with the needs of 
children. Although the actual number of families and children needing emer- 
gency maternity and infant-care service is now not as great as the number 
during World War II, the mere statistical fact that there are fewer such families 
is cold consolation to the worried soldier unable to pay for the delivery of his 
child. 

The experience of our organization with the World War II program was 
generally favorable. A real contribution was made through it to the health 
of children and their mothers and to the morale of the Armed Forces. We do 
recognize and suggest minor changes which we believe will make the system 
even more effective and equitable : 

(1) Benefits should be made available to the wives of all enlisted members of 
the Armed Forces. This would be in conformity with the precedent established 
by the Armed Forces of providing medical care to dependents of servicemen 
during peacetime. 

(2) We favor the granting of emergency maternity and infant-care services 
without the application of a means test in determining eligibility. Such benefits 
should be established on a service basis that will insure adequate care for the 
Wives and children of servicemen. 

(3) We favor direct payment by the appropriate State agency to physicians 
and hospitals for services rendered. The American Legion through its long 
observation and experience in the administration of its own financial assistance 
program realizes the necessity for direct payment. Through the use of this 
type of payment, funds appropriated for medical services may be safeguarded 
for the purpose for which they were intended. 

(4) Prior to the effective date of an emergency maternity and infant-care 
program, an interim period should be provided. When the Word War II pro- 
gram was authorized there was such a need for immediate services that time 
was not available to work out the complex administrative problems on a co- 
operative basis with the various State agencies. Provision for an interim period 
will enable the State agency time to tool up for the operation of the program 
hefore it is begun. 

(5) The American Legion recognizes the value of National and State advisory 
committees and feels that such committees would prove helpful to the appro- 
priate agencies charged with the administration of the program. 

(6) During the operation of the World War IT program there was difficulty in 
providing additional payments in complicated or difficult cases. A new emergency 
maternity and infant-care program should authorize State agencies to review 
complicated cases and to make supplemental payments when indicated. 

We feel that S. 1245 substantially meets our resolution since it provides a broad 
basic framework for the establishment of a program of emergency maternity 
and infant care similar to the program as operated during World War Il. The 
bill is broad enough to provide for changes that would remove the inequities of 
the World War II program as recommended by our couvention resolution. 

The American Legion, accordingly, urges favorable consideration of S. 1245. 
The reestablishment of an emergency maternity and infant-care program em- 
bodying the basic principles which we have outlined will 
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(1) Eliminate a very real inequity for families of those servicemen who live 
at such a distance from military installations that they are unable to avail them- 
selves of inaternity services provided by such installations and also for those 
service families living near military installations which are unable to provide 
such services ; 

(2) Remove a major cause of worry and concern on the part of enlisted ser- 
vicemen whose wives are now or in the future will be required to plan for the 
birth of children without sufficient income for this purpose ; 

(3) Assure care and service for this group of mothers and infants at least 
comparable to the civilian population and thus not only contribute to the morale 
of the Armed Forces but also to the health and well-being of a large number of 
children; and . 

(4) Eliminate the shameful situation wherein wives of men who are now 
fighting for us are required to turn to charitable organizations or else accept 
second-rate care for themselves and their infants. 

I wis’) to thank the committee again on behalf of the American Legion and 
myself for this opportunity to present our views on this important issue. 

Mr. Kennepy. In the interest of saving time, there is no occasion 
for my reading the statement in full at this time. The statement 
covers S. 1245 and our organization is very happy to support the bill. 
Phat is the context of Mr. Shake’s statement, 

Senator Lenman. I have not, of course, read the statement. Do I 
understand that the American Legion is supporting S. 12454 

Mr. Kennepy. Yes, sir. 

Senator Leuman. How about the other bill? Have you taken any 
position ? 

Mr. Kennepy. On the other bill we have no opposition to it, but in 
Mr. Shake’s discretion, he thought there was no occasion for going 
into itat thistime. But I would like to have you know, Mr. Chairman, 
we have absolutely no opposition to the other bill. 

Senator Lenman. Thank you. 

Mr. Kennepy. Thank you very kindly. 

Senator Lenaan. The next witness will be Mr. (arles Slayman, 
representing the American Veterans Committee. Will you identify 
yourself, please 4 Give your name, address, and the organization you 
represent. 


STATEMENT OF CHARLES SLAYMAN, DIRECTOR OF RESEARCH AND 
LEGISLATION, AMERICAN VETERANS COMMITTEE 


Mr. Stayman. My name is Charles Slavman. TI am director of 
research and legislation for the American Veterans Committee. 

Senator Lenman. Nationally ? 

Mr. Suayman. Yes, Mr. Chairman; the American Veterans Com- 
mittee is composed of honorably discliarged veterans of World War II, 
and as the other veterans organizations have done, we have opened 
our membership rolls to permit taking in veterans on active duty on 
and after June 27, 1950. So at the outset, for a portion of our mem- 
hers, we have a selfish interest in the bills before vou this morning. 
However, we feel that our interest as citizens far outweighs any small 
percentage of selfish interest we have. 

We are very much in favor of both the Humphrey bill, S. 1245, and 
thoroughly in favor of title I of your bill, S. 2537. I will discuss 
title I a little later. 

I think the facts and figures that this committee will need in making 
its report and recommendations to the Senate are being gathered by 
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the able professional staff. I think you have received, or are about 
to receive figures from the Defense Department, from the American 
Red Cross, and the Children’s Bureau. I have seen several of those 
figures and there is no point of my repeating them. They do not 
originate with us. We do not have any primary information about 
them. But I think those figures all bear out the tremendous morale 
factor that was supplied to “the servicemen in World War II and to 
their wives and infants, and the tremendous value as a health measure. 

The enlargement in the proposals before you to cover not just the 
four lowest pay grades, but to take the seven lowest pay grades, and 
to cover the infant for not just 1 year, but for the first 5 years, seems 
to me to be sound practice, and recognition of the true state of need 
for infant care oe need for the group to be covered, the seven pay 
grades, rather than the fewer of World War II. 

I think the increase from 1 year to 5 years is a very sensible ap- 
proach to recognizing that a mother of infants cannot become a good 

yage earner if she has to pay for their care for that period, and it 
recognizes that they may suffer infant and child diseases during that 
per iod of 5 years, the preschool age, we think that is very sensible. 

To emphasize the morale factor, I think those of us who were in 
World War IT recognized that no matter what our rank or rate 
was, we did our jobs better, and our commanding officers who were 
intelligent recognized that, when the family burdens financially were 
at a minimum. The emergency maternal and infant-care provisions 
of these two bills are aimed at relieving that financial burden on 
the serviceman. It is true that the military ordinarily in peace- 
time will take care of the military man’s family and dependents 
by military personnel and military hospitals. This is not peacetime. 
This is as close as we can come to war, I guess. It certainly is an 
emergency and it has been declared so by the President, and is recog- 
nized as an emergency in both bills, and we think this is sound. That 
in peacetime when military establishments are fairly stable the fami- 
lies tend to be stable and move only on orders of the serviceman at 
definite periods of time, more or less. As it is now, movement orders 
come hurriedly and families are moving all over the country, trying 
to be with their servicemen until the last moment before the latter are 
sent overseas. Very often they are not in communities where they 

can qualify for the regular civilian aids. They are not in a position 
to use the ordins arily available military health facilities. Consequently 
the measures in these two bills meet that emergency. And we think 
that isa very sound approach. We hope that Congress does not delay 
enactment of this legislation. 

Addressing myself to title II, I think there is probably a great deal 
of merit in aiding dependents of servicemen who will need bed care 
and providing hospitalization for them by Federal financing to the 
States for them. I would make one recommendation, noting that 
the bill spells out “wives” and “infants” in a sound social sense. It 
also spells out the agencies. I think “dependents” should be equally 
well-defined. Children of adolescence or parents. I think there is a 
possibility of an ambiguity there because the military services have 
one definition of dependents, but for the sake of accuracy since the 
bill is so good, I think that probably should be covered by definition. 

Senator Lehman, I do not have any other comments. 
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Senator Leuyman. Thank you very muc h, indeed. I am glad to have 
your suggestion. We certainly will scrutinize again the definitions 
in the bill so that there may be no ambiguity in regard to the deter- 
mination of who is to be regarded as an enliste d man’s dependent. 

Mr. Stayman. And we will continue to give what support we can. 

Senator Lenman. Thank you very much. 

I want to place in the record the following documents: 

A report by the Federal Security Agency on 8, 1245; a report of the 
Federal Security Agency on S. 2337; a communication from the Vet- 
erans of Foreign Wars; telegrams from the Women’s Trade Union 
League, from Anemostat Local 114, UAW-CIO, and from Royal In- 
dustrial Union Local 927, UAW-CIO, and a letter from the Hennepin 
County Welfare Board of Minneapolis, Minn. 

( The documents referred to are as follows :) 


FEDERAL SECURITY AGENCY, 
Washington, March 7, 1952. 
Hon. JAMES FE. MuRRAY, 
Chairman, Committee on Labor and Public Welfare, 
United States Senate, Washington, D. C. 


DEAR Mr. CHAIRMAN: This letter is in response to your request of April 3, 
1951, for a report on S. 1245, a bill to establish a program of grants-in-aid to 
assist the States to provide maternity and infant care for the wives and infants 
of enlisted members of the Armed Forces during the present emergency. 

The bill would provide for grants to assist the States to prov ide necessary medi- 
eal, nursing, and hospital maternity and infant care for the wives and infants 
of enlisted members of the Armed Forces of the United States. Each State would 
submit a State plan which, in order to be eligible for approval would have to 
provide for administration or supervision of administration by the State health 
agency, provide for cooperation with: medical, nursing, and hospital groups, and 
organizations, and provide for the making of reports in such form and containing 
such information as the Federal Security Administrator may from time to time 
require. 

If the Administrator found that in the administration of any State plan there 
was a failure to comply substantially with these conditions he would, after rea- 
sonable notice and an opportunity for hearing, notify such State health agency 
that further payments would not be made during the period of such failure to 
comply 

Administration of the program would be by the Federal Security Adminis- 
trator through the Children’s Bureau. 

The bill would authorize appropriation of such sums as may be necessary to 
assist the States to provide the services contemplated, and such sums as are 
necessary for the administration of the act. 

Apportionment for each fiscal year of the sums appropriated would be made 
on the basis of the financial need of each State for assistance in carrying out its 
State plan, as determined by the Administrator after taking into consideration 
the number of live births to the wives of enlisted members of the Armed Forces 
of the United States in such State during such year. 

The bill defines “enlisted members of the Armed Forces of the United States” 
to mean persons below the grade of warrant officer in the active service of the 
Air Force of the United States, the Army of the United States, the United States 
Navy, the Marine Corps, and the Coast Guard. The term “State” would include 
Alaska, the District of Columbia, Hawaii, and Puerto Rico. 

The act would cease to be effective at the close of the fiscal year in which the 
President declares an end to the national emergency proclaimed by him on 
December 16, 1950. 

The Federal Security Agency endorses the purpose of the bill, which is to 
provide maternity and infant care for wives and infants of enlisted members 
of the Armed Forces during the present emergency. The experience of the emer- 
gency maternity and infant-care program during World War II under which 
similar services were provided for wives and infants of men in the four lowest 
pay grades demonstrated the beneficial effect on the morale of the men when 
they knew such care was assured for their wives and babies while they were 
serving their country. 
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The Department of Defense is currently estimating 3,600,000 as the strength 
of all branches of the Armed Forces in fiscal year 1952. Somewhat over 3,200,000 
will be enlisted men within the definition of this bill. It is estimated that there 
will be approximately 200,000 births in these families during fiscal year 1952, 
with military personnel and military facilities being able to care for about 
75,000. More detailed information about the number of infants and children in 
the families of enlisted personnel, and the need for a maternity and infant-care 
program are set forth in our report on 8S, 2337, which we are today transmitting 
to your committee. 

Last spring, the Children’s Bureau held a series of exploratory consultations 
with persons connected with the medical profession, hospital groups and others 
interested in the services that might be provided under an emergency maternity 
and infant-care program for the purpose of evaluating the experience of the 
World War IL program and of developing a statement of principles which should 
be observed in the event a new program is established. Participants were asked 
to consider previous experience and make suggestions concerning the character- 
istics of a program adapted to present conditions should the Congress decide to 
provide for such a program. The following comments on the provisions of this 
bill reflect these explorations: 

1. S. 1245 provides for a program “of grants-in-aid to assist the States to 
provide maternity and infant care for the wives and infants of enlisted members 
of the Armed Forces during the present emergency.” Under this provision each 
State. as in other grant-in-aid programs, would be free to determine the extent 
to which services are to be provided within the State. In an emergency pro- 
gram of maternity and infant care limited to the dependents of our soldiers, it 
would be inconsistent with the obligation which arises in connection with mili- 
tary service to protect our country not to assure that the same scope of services 
will be provided wherever the wife or infant may bé living. Recognizing that 
the provision of thes® services is a national responsibility, these objectives could 
be accomplished by amending the bill so as to make clear that wives and infants 
of servicemen are to receive the services they need for adequate maternity and 
infant care (to be described appropriately in the bill) and that the States will 
be paid the full cost of providing such care. 

2. The consensus of the doctors, hospital administrators, and State health 
department representatives consulted was that it was wise to proceed on the 
basis of a State plan as is proposed in this bill. Some modification of the con- 
ditions of approval of such State plans would be desirable, however, to assure 
efficient administration of the program, and the establishment by the State 
agency of appropriate standards to safeguard quality of care. It is suggested 
that items be added to section 2 (a) to provide that for approval the State plan 
should also meet the following conditions: 

(a) It should provide for maternity and infant care to wives and infants 
of enlisted men of the Armed Forces of the United States who apply therefor. 

(») It should provide for such methods of administration, including 
methods relating to the establishment and maintenance of personnel stand- 
ards on a merit basis and methods for establishing a reasonable basis for 
costs, as are necessary for the proper and efficient operation of such plans, 
except that the Federal Security Administrator shall exercise no authority 
with respect to the selection, tenure of office, and compensation of indivi- 
duals elnployed in accordance with such methods. 

(c) It should provide for the establishment of appropriate procedures 
for administrative review in situations where individuals are dissatisfied 
with the care provided or are denied care, and where those providing care 
or desiring to provide care are dissatistied with determinations made under 
the State plan. 

(d) It should provide for such standards to be established by the State 
health agency as are necessary to safeguard the quality of maternity and 
infant care, including standards for professional personnel rendering medi- 
cal, nursing and related types of care or services, and standards for care 
and services in hospitals or other institutions. 


3. The requirement for cooperation with medical, nursing, and hospital groups 
and organizations is a very sound one, especially in view of the recent extensive 
development of nonprofit voluntary prepayment plans. The State health agency 
should also consult with persons other than those providing services, including 
persons who are receiving the services and persons representative of the public, 
The bill should require State plans to provide for consultation on this broader 


basis. 
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4. In view of the changes in the bill which are being proposed, instead of an 
apportionment formula, the bill should provide that the Administrator would 
make payments to the States on the basis of estimates. Such estimates would 
be based in general on information provided by the States and arrived at by 
forecasting the total estimated number of applications for care during the period 
to be covered, and the estimated cost of such eare, taking into account the number 
of applications for care authorized during prior periods and the cost of such 
care. This method of procedure proved effective in the World War II program. 
Payment would be made on the basis of these estimates, after making adjust- 
ments for overpayments or underpayments made in prior periods. 

5. In the discussions held by the Children’s Bureau, the need for a short 
preparatory period to give time to develop the necessary agreements with hos- 
pitals, physicians and others providing services and to lay the ground work for 
a sound administration of the program was emphasized many times. It is sug- 
gested that there be provision for a 90-day get-ready period during which funds 
will be available to pay administrative costs incurred by the Federal Security 
Ageney and the State health agencies in preparing for the operation of the 
program, At the end of this period, the program of services would become 
operative. 

6. In the maternity and infant care program of World War II unmarried 
mothers were excluded from the program even though paternity had been legally 
established or acknowledged by an enlisted member of the Armed Forces, Also, in 
the emergency maternity and infant care program of World War II, an infant 
was defined as a child up to his first birthday. Advice from pediatricians is to 
the effect that the term “infant” should include at least the first 2 years of the 
baby’s life, because the second year of life is a particularly important one from 
the standpoint of growth and development of the child. It is suggested that the 
definition section be amended to include unmarried mothers where paternity has 
been acknowledged or legally established, and that the term “infant” which is 
not now defined in the bill be defined to include at least the second year, and 
preferably up to 5 years. 

It would be desirable for the bill to provide specific authority for the Federal 
Security Administrator to establish regulations. In connection with the formu- 
lation of general policies needed in the course of the operation of the program, 
provision should be included for consultation with representatives of the State 
agencies administering or supervising the administration of the program, and 
With advisory groups, including persons rendering services and persons repre- 
sentative of the interest of those receiving services. Provision should also be 
made for payment of compensation to persons serving on advisory committees at 
a rate to be fixed by the Administrator but not to exceed $50 per diem, in addition 
to travel and subsistence while they are away from their places of residence. 

The bill defines “State” to include in addition to the several States, Alaska, the 
District of Columbia, Hawaii, and Puerto Rico. The Virgin Islands should also 
be included. 

We urge favorable consideration of the bill in the light of these suggestions. 
This Agency will be glad to provide technical assistance in the development of 
amendments which will carry out these suggestions. 

The Bureau of the Budget advises that there is no objection to the submission 
of this report to your committee. 

Sincerely yours, 
Oscar R. Ewine, Administrator. 


FepERAL Securtry AGENCY, 
Washington, March 7, 1952. 
Hon, JAMES FB. Murray, 
Chairman, Committee on Labor and Public Welfare, 
United States Senate, Washington, D.C. 


Dean Mr. CHAIRMAN: This letter is in response to your request of October 
2, 1951, for a report on S. 2887, to provide for the national defense by enabling 
the States to make provision for maternity and infant care for wives and in- 
fants, and hospital care for dependents, of enlisted members of the Armed Forces 
during the present emergency, and for other purposes. 
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Title I of this bill authorizes and directs the Federal Security Administrator, 
through the Children’s Bureau, to make payments to States which have sub- 
mitted and had approved State plans for the purpose of furnishing: 

(1) Maternity care, including hospital, medical, nursing and related serv- 
ices in connection with pregnancy and childbirth in the case of wives of en- 
listed members of the Armed Forces of the United States; and 

(2) Infant care, including hospital, medical, nursing and related services 
in connection with the care of infants under 5 years of age of enlisted 
members of the Armed Forces. 

A State plan to be approved under this title must provide for administration 
or supervision of the administration of such plan by the State health agency. 
However, the State health agency may, consistent with economy and efficiency 
and with methods of administration required as a condition for approval of the 
State plan, utilize the services of voluntary nonprofit agencies or organizations 
in the health or medical field in the administration of the plan. 

The State health agency would be required to provide such methods of admin- 
istration as are reasonably calculated to assure the furnishing of care under the 
plan to all individuals entitled thereto and such methods for determining the 
reasonable costs of care to be paid for under the plan as are necessary for the 
proper and efficient operation of the plan. Employees of the State health agency 
or local health agencies participating in the administration of the State plan 
must be employed on a merit basis. 

Individuals whose applications for care under the plan are denied, or not 
acted upon with reasonable promptness, or who are dissatisfied with the care 
received under the plan would be provided an opportunity for a hearing. In- 
dividuals or institutions not permitted to furnish care under the plan or dis- 
satisfied with payments received or with requirements imposed with respect to 
the furnishing of such care may also ask for a hearing. The hearing body 
would contain professional representation When professional matters are 
involved. 

The plan must provide that wives and infants of enlisted members of the 
Armed Forces would be entitled to maternity and infant care as a matter of 

ight. 

Conditions of plan approval also include requirement that the State health 
agency would: 

(1) Consult with a State advisory council composed of representatives 
of medical, nursing and hospital groups, and the public, in the administra- 
tion of the plan; 

(2) Establish standards designed to safeguard the quality of care fur- 
nished under the plan; and 

(3) Make such reports as the Administrator may from time to time 
require. : 

The Administrator would be required to approve a State plan which met the 
specified conditions, If the Administrator disapproved a State plan, he would 
be required, if the State agency requests it, to give the State health agency an 
opportunity for hearing on his action, and final action of the Administrator 
disapproving a plan, or change in a plan, or withholding payments for failure 
to comply with an approved plan, would be subject to judicial review. 

Authorization would be for appropriation of such sums as would be necessary 
to carry out the provisions of this title. Payments made to the States having 
approved plans would be for the exclusive purpose of carrying out such plan, 
and would equal the expenditures made by the State under the plan, including 
necessary administrative costs. Special provision would be made for payment 
at the beginning of the program to any State, including a State. which had not 
yet submitted a State plan under this title, such amounts as would be determined 
to be necessary to enable the State during the initial 3 months’ period after 
appropriations become available under the act to employ and train staff, appoint 
and consult a State advisory group and otherwise prepare for the carrying out 
of the program provided for in this title in the State. 

The Federal Security Administrator would be empowered to make and publish 
such regulations as are necessary for the efficient administration of the program 
after consultation with a committee selected from among and representing 
State health authorities. There is also provision for a national advisory council 
of 15 members representing medical, nursing and hospital groups and organiza- 
tions and the public, to serve with overlapping terms, for the purpose of advising 
and consulting with the Administrator on matters related to the administration 
of this title. 
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Title II of this bill would provide that the Federal Security Administrator, 
through the Surgeon General of the Public Health Service, would be authorized 
to make payments out of funds made available under this title to States which 
have had submitted and approved by the Administrator State plans for furnish- 
ing of hospital services to any dependent of an enlisted member of the Armed 
Forces as a bed patient. 

Hospital services would include bed and board and such nursing services, 
laboratory services, ambulance services, use of operating room, staff services 
and other services, drugs and appliances as are customarily furnished by such 
hospital to its bed patients, either through its own employees or through per- 
sons with whom it has made arrangements for services, drugs or appliances. 
Hospital services would not include (1) any medical or surgical care except as 
is generally furnished by hospitals as an essential part of hospital care or (2) 
hospitalization by any hospital which furnishes primarily domiciliary care. 

Conditions of plan approval would be similar to those in title I. Payments 
would be made to States having approved State plans and would equal their 
expenditures for hospital services, including necessary administration costs. 

Payments by any State for hospital services to individuals entitled to ma- 
ternity and infant care under title I would be made out of the funds paid to 
such State for hospital services under title II. 

The definition of enlisted member of the Armed Forces of the United States 
for both titles ‘“‘means any person below the grade of warrant officer in the 
active service of the Air Force of the United States, the Army of the United 
States, the United States Navy, the Marine Corps or the Coast Guard.” 

The duration of both titles I and II is limited to that of the national emergency 
proclaimed by the President on December 16, 1950. 


TITLE I. MATERNITY AND INFANT CARE 


The proposals contained in this title are similar to the Emergency Maternity 
and Infant Care program administered during World War II by State health 
agencies with funds appropriated by the Congress to the Children’s Bureau and 
this program proved to be a major factor in raising the morale of the servicemen. 
It received continued and enthusiastic support from the Congress and the peo- 
ple generally. The program assured care by doctors and hospitals to their wives 
and infants as a right, and made available in all communities where their wives 
lived resources through which they could seek help. At the present time, this 
kind of care is provided only in military hospitals and only to the extent that 
space is available. This is not always clear to the wives and many do not live 
near enough to a military hospital to avail themselves of the offered service. 

The Department of Defense estimates that the strength of all branches of the 
Armed Forces of fiscal year 1953 will be approximately 3,600,000. About 3,200,- 
000 will be enlisted men within the pay grades included in this bill. On the 
basis of best estimates from data now available, the annual number of births 
to wives of enlisted men will be about 200,000. According to staff members of 
the Armed Forces Medical Policy Council, it would be possible at this time to 
provide care for approximately 75,000 of these births through the use of military 
personnel and facilities. This means that there will be about 125,000 births for 
whom such care could not be provided. 

Recent testimony before the Congress by the Department of Defense indicates 
it nay not be possible to continue care for dependents at the present level. In 
that event, the number of births which cannot be taken care of through military 
medical facilities will be greater. 

A special survey of enlisted Army personnel, using a scientifically selected 
sainple, was undertaken by the Department of Defense in cooperation with the 
Children’s Bureau in the spring of 1951. The results provided the following 
additional data: 

Forty percent of the married men in the Army were under 25 years of age 
and an additional 24 percent were in the 25 and under 30 age group. Slightly 
more than one-half of the married men had children, averaging two per family. 
These children were predominantly in the preschool years, 70 percent being 
under 6 years of age (4 percent under 1 month, 19 percent 1 through 11 months; 
47 percent 1 through 5 years) and 30 percent 6 to 18 years. 

Approximately 20 percent of the married men reported that their wives 
were pregnant at the time of the survey. Slightly less than half of these men 
expected that their babies would be born in a military hospital. 
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Fifty-nine percent of the men had no hospitalization or medica] insurance 
covering their dependents. Fifteen percent had hospitalization insurance, 19 
percent both hospitalization and medical insurance, and 2 percent had medical 
insurance only. (The remaining 5 percent did not reply to the question.) Infor- 
mation was not obtained on the extent to which the hospitalization and medical 
insurance which was carried by the men for their dependents included maternity 
care benefits. 

More than one-third of the men whose wives were expecting a baby reported 
that they would have to ask their parents or other relatives, friends, the Red 
Cross, or Ariiy emergency relief for help in paying for maternity care or would 
have to apply for a commercial loan. Ten percent said they did not know where 
they would get money for maternity care. Seventy-five percent of the men whose 
wives were pregnant said they were worried about not having enough money to 
take care of the baby after it comes. 

Under the Dependents Assistance Act of 1950, the standard allotment for the 
wife of a serviceman in any one of the three lowest grades is $85 a month (con- 
sisting of a $45 basic quarters allowance plus a $40 contribution from the service- 
man). A wife and one child receive $107.50 ($67.50 plus $40). If there are 
additional dependents, regardless of their number, the standard allotment is 
$125 per month ($85 plus $40). In the highest pay grade covered by this bill, 
the standard allotment for a wife, or for a wife and one child, is $147.50 per 
month (consisting of a $67.50 basic quarters allowance plus $80). If there are 
more than two dependents, this amount would go up to $165 a month. It is 
obvious that with these allowances, the serviceman’s wife would do well if she 
covered the cost of rent, food, clothing, and other basic essentials. In view of 
the fact that the amount of medical care which may be needed by any particular 
individual is not predictable, the answer does not lie merely in increasing the 
amount of the standard allotment, important as that may be to meet the increas- 
ing costs of basic maintenance. 

A study made by the Welfare Council of Metropolitan Los Angeles further 
illustrates the problem. It was estimated that 300 wives of servicemen in the 
seven lowest pay grades were admitted for maternity care in hospitals in Los 
Angeles County in August 1951. Eighteen percent of these servicemen’s wives 
were on a free or part-pay basis. The hospitals reported that 25 percent of the 
remainder had difficulty in making their payments—they were paying in install- 
ments or had deferred payments, they had to get help from relatives to meet 
the costs, they used up all their reserve funds, or they made other adjustments 
like selling the family car. The conclusion reached was that of the entire group 
who would be eligible if an EMIC program were reactivated, half were either 
receiving assistance or were presumably experiencing hardship in meeting costs 
of maternity care. 

The American Red Cross is the largest voluntary organization serving de- 
pendents of men in the Armed Forces. During the present emergency, there 
has been a striking increase in the number of requests from wives for assistance 
in arranging and paying for maternity care and children’s medical care. - By 
policy the American Red Cross provides financial assistance on the basis of need 
to wives and children of members of the Armed Forces, (1) by use of chapter 
funds for basic maintenance during the period pending first receipt of family 
allowance or allotment and during the period when such payments as may be 
due are delayed or interrupted, and (2) by the use of chapter funds or by re- 
ferral to other resources for emergency needs which arise at any time during the 
period of military service. 

Emergency needs are defined by the Red Cross as those needs that are urgent 
and require immediate attention as distinguished from those that are desirable 
but do not require immediate attention. Medical care needed in relation to preg- 
nancy is not rated as an emergency eXcept as unforeseeable developments may 
result in an emergency. 

During the 9-month period ending March 31, 1951, there was a 30-percent 
increase in the expenditures of the Red Cross for the emergency needs of ser- 
vicemen’s dependents over the comparable period a year earlier. 

On the basis of a special survey made by the American Red Cross covering 
March. 1951, it is estimated that the Red Cross receives annually about 110,000 
requests for help from families of servicemen in obtaining maternity care, 
and under their financial assistance policy covering emergency needs gives 
financial assistance to approximately 10,000, On the same basis, the Red Cross 
also receives approximately 60,000 requests a year for help in obtaining medical 
care for children under 18, with financial help being given to about 12,000. In- 
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formation obtained from the Red Cross area offices in January 1952 indicates 
that the situation in general has remained comparatively stable since the 1951 
study was made, with some indications of spotty increases in the problem. In 
the Pacific area, for example, there was an impression of a gradually upward 
trend in requests for maternity and medical care for wives and children of ser- 
vicemen as the strentgh of the Armed Forces increased. 

Wives of enlisted men and their dependents frequently run into numerous 
problems in getting help from the usual community resources. Frequently they 
do not need meet residence requirements. Sometimes local public hospitals deny 
free care to all dependents of servicemen because they assume that such care 
is provided for them through the military. 

Wives and infants of servicemen may receive care under the maternal and child 
health programs in the States in the same way as other mothers and chiiuren, 
to the extent that such services are available. Wives may go to the prenatal 
clinics; they can bring their children to the well-child clinics: the services of 
the Public Health nurses are available to them, In general, however, the es- 
tablished maternal and child-health programs in the States do not provide de- 
livery care for mothers, except in two or three States where care is given for 
complications of pregnancy. States have not organized general programs for 
care of sick infants and children as part of their maternal and child-health 
programs. <A few have certain special limited programs for conditions such as 
prematurity or for children with visual, hearing, or other handicaps, or pedi- 
atric clinics, but coverage within each State is far from complete. 

Federal funds available in the maternal and child-health program amounted 
to $15,200,000 for fiscal vear 1951. This was decreased to $12,524,100 for fiscal 
year 1952. These funds are currently being used for the ongoing maternal 
and child-health programs in the States which provide the services already re- 
ferred to. It is obvious that no sizable dent can be made in the problem of 
providing maternity and infant care for wives and infants of servicemen with 
the amount of funds which are available in these programs. 

The program proposed under title [ is similar to the emergency maternity 
and infant care program of World War II with two major differences. One of 
these differences is that only infants under 1 year were included in the previous 
program, while the present proposal includes preschool children up to 5 years 
of age. The other major difference is that wives and infants of enlisted men 
in the seven lowest pay grades are covered in this bill as contrasted with the 
four lowest pay grades last time. Both of these liberalizations are very de- 
sirable. During the last program, mothers frequently raised a question about 
why their preschool children were excluded. Vhey emphasized the importance 
of getting good medical care for their children during these formative years and 
the fact that it was difficult for them to go to work to help pay for the medical 
care the family needed when they had preschool children, Wives of enlisted 
men in the higher pay grades also frequently pointed out that it was as much 
of a problem for them to get care as for the wives in the four lowest pay grades, 
and thet thev were not enough better off financially to afford good care. 

The World War II program was in effiect from 1948 through fiscal year 1947. 
(L.quidation of the program was in process for 2 years longer to complete care 
already authorized.) The program was administered by the State health de- 
partments under plans approved by the Children’s Bureau. Complete health 
and medical care, including physicians, hospital, and nursing services, were made 
available as needed. Well over a million babies were born under the program. 
It is estimated that at its height about SO percent of the wives eligible for care 
were receiving benefits. Abut a quarter of a million infants were provided 
health and medical care in addition to newborn care. The over-all cost of the 
total program was approximately $125,000,000. 

In the last few years of the emergency maternity and infant care program, 
the average cost of maternity care was about S100. It is estimated that the 
average cost of the same kind of care would be at least twice as much now. 
The average cost of infant care, other than care of the newborn which is in- 
cluded in the maternity care figure, was approximately $65. This figure will also 
be substantially higher at this time. There were a few cases where costs were 
more than $1,000, but the advantage of the program was that it was possible 
to provide whatever the doctor said was necessary to save a mother’s or a baby’s 
life. 

Wives went to the doctor of their choice if he was participating in the program 
(and throughout the country at the height of the program during a single 
year over 48,000 doctors did participate) and to the hospital they decided upon, 
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if such hospital met minimum requirements. Mothers got good maternity care. 
Babies got a good start in life, and the soldier was relieved of worry about 
whether his family would get care when it was needed. 

Early last year, the Children’s Bureau held a number of conferences with 
physicians, representatives of State health departments, of hospitals, and other 
groups providing care during the emergency maternity and infant care program 
of World War II. The pupose of these conferences was to evaluate the previous 
experience and draw up a statement of principles to be observed if a new 
program of similar nature were to be established again by the Congress. In 
general, the provisions of title I would make it possible to observe the principles 
so developed. 

One of the subjects discussed in these conferences was the wish of the volun- 
tary nonprofit health and medical agencies or organizations, particularly the 
Blue Cross, to be of help in the administration of a maternity and infant-care 
program for wives and infants of enlisted men, if such a program were to be 
enacted by the Congress. Representatives of the Blue Cross felt their organiza- 
tion could be of service to the program and believed this would contribute to 
economy and efficiency of operation. No specific plan was developed for such 
participation. The provisions of this bill would permit State health agencies to 
make such arrangements if they could be advantageously worked out. 

The Federal Security Agency’s position on previously considered bills in the 
health and medical care field has been that the public agency must be in position 
to be fully responsible for the program which it administers, to assure standards 
of care, and to protect the rights of beneficiaries of the service and the public 
interest in the program objectives. The Agency has felt that utilization of volun- 
tary organizations in the administration of the program should not be under- 
taken if the over-all costs of administration are increased thereby, or if its 
effectiveness is cut down. Since the specifics of any proposal which might be sub- 
mitted by a voluntary agency are not known, there is no basis at this time for 
evaluating how these principles could be observed. 

A particularly good feature of this title is the provision for a get-ready period, 
during which administrative funds would be available for setting up the plan 
of operation, for making agreements with doctors, hospitals, and voluntary 
agencies or organizations in position to provide service, for consulting with 
appropriate advisory groups, and taking on such other steps as are essential. 
Many of the criticisms which arose in the early days of the previous program 
could have been avoided if there had been opportunity to do this kind of organi- 
zation and preplanning. 

TITLE II, HOSPITAL CARE 


Title II of the bill would provide hospitalization to all dependents of enlisted 
men in the Armed Forces. This title would be administered by the Federal 
Security Administrator through the Surgeon Genera! of the Public Health Sery- 
ice, following a Federal-State pattern very similar to that in title I. 

The provision of hospital care at public expense to this additional group, 
raises fundamental problems of legislative policy. The question is whether the 
Federal Government’s obligation to men serving in the Armed Forces is such 
as to justify establishing a special program of health services for all their 
dependents, or whether the general health needs of their dependents should be 
assimilated to those of the civilian population as a whole and provided for 
through social insurance or other measures in which they and all others in need 
of such health services equally participate. 

It seems abundantly clear that mothers and infants of servicemen do constitute 
an appropriate group toward whom the Government has an obligation to provide 
the special health services which title I would authorize. The special problems 
attendant upon pregnancy, Child birth, and the care of infants, the mental stress 
which these problems impose upon young fathers in service, and the special 
benefits flowing to the entire Nation from a maternity and infant-care program, 
combine to make this group and the special health services provided a fit subject 
for separate and special attention. The precedent for this special benefit was 
set in World War II and experience with the program of that period abundantly 
demonstrated the existence of a real need for such services and the feasibility 
of meeting it through measures similar to those now proposed in title I. No 
similar precedent exists for title II of the instant bill, and no similar experience 
can be relied upon to demonstrate either the need for or the feasibility of the 
program there authorized. 
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If the Congress does conclude that the Government's special obligation toward 
men in the Armed Forces is such as to warrant the provision of health services 
to all their dependents along the lines indicated in title II of S. 2337, other 
questions of importance arise and must be resolved. In the first place, assuming 
the special obligation sufficient to support a program of hospital care, it would 
likewise appear sufficient to support more comprehensive health services, including 
particularly medical care in the hospital, in the physician’s office, and at the 
patient’s home. Otherwise, the hospital benefit will be of limited value in meeting 
the real need, and standing alone may have undesirable results, such as a tendency 
toward overhospitalization. 

Again, if title II is to remain in the bill, the administrative provisions would 
require revision to add needed flexibility at both Federal and State levels. 
The Federal Security Administrator should be given unrestricted authority 
as to the use of organizational units within the Federal Security Agency for 
particular phases of the operation, and the necessity for tw separate State 
plans (one under title I and another under title 11) with all the separateness 
that it may mean in the operation of the two titles at the State level, should be 
reconsidered. 

Clarification is also needed on points such as the following: 

(1) There is need for definition of “dependents” for the purpose of this 
title. It should be made clear whether entitlement to benefits is to follow 
from a determination of dependency under the Career Compensation Act as 
temporarily modified by the Dependents Assistance Act of 1950. 

(2) A more definite statement is needed of the benefits to be provided. 
In relation to hospital services, for example, the law should be specific on 
such items as (@) duration of hospitalization benefits, e. g., 60 days, 90 days, 
or 6 months in any year; (bv) types of hospital accommodations, e. g., multiple- 
bed accommodations or private rooms; (c) coverage for patients having 
tuberculosis and mental illness. 

(3) It would be well to clarify the responsibility which the State agency 
would be expected to take for helping to arrange for care if such care is not 
readily available. 


Title I carries specific limitations on service—maternity care and medical 
hospital, and nursing care for infants up to the age of 5 years. Consideration 
needs to be given to the desirability of including a statement of the limitations 
on service in title II, on points such as those indicated above, and others as 
the need for them may be developed in hearings and further discussions. 

The comments on the utilization of voluntary nonprofit agencies or organ- 
izations in the health and medical-care field in the administration of the pro- 
gram under title I would apply also to title II. Provision should be given for 
a get-ready period as in title I. 

In addition there are a number of other questions about particular provisions 
of the bill. Since these questions are primarily technical or administrative in 
nature, I will not burden this report with their enumeration. I will be glad to 
furnish a more detailed statement or to make more specific recommendations for 
modifications and revisions at the convenience of the committee. 

The Bureau of the Budget advises that there is no objection to the submission 
of this report to your committee. 

Sincerely yours, 
Oscar R. Ewrne, Administrator. 


VETERANS OF FOREIGN WARS OF THE UNITED STATES, 
OFFICE OF DIRECTOR, NATIONAL LEGISLATIVE SERVICE, 
Washington, D. C., March 6, 1952. 

Re S. 1245 and S. 2337. 

Senator Hersert H. LEHMAN, : 

Chairman, Subcommittee on Health, 
Committee on Labor and Public Welfare, 
United States Senate, Washington, D. C. 

Dear Senator LEHMAN: This is to express the interest and approval of the 
Veterans of Foreign Wars of the United States of a Senate bill identified as 
S. 1245, by Mr. Humphrey, and title I of a bill identified as S. 2337, by Mr. 
Lehman, with respect to providing maternity and infant care of the wives and 
infants of enlisted members of the Armed Forces during the present emergency. 
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The Veterans of Foreign Wars advocated and supported the maternity and 
infant-care program in operation during World War IL and we believe, as a 
matter of simple justice and equity, similar treatment should be accorded the 
wives and infants of enlisted men during the present national emergency. 

The Veterans of Foreign Wars has no position on the provisions of title II 
of S. 2337 which would grant hospital care to the dependents of enlisted members 
of the Armed Forces during the present emergency. This type of program goes 
far beyond maternity and infant care, and there is some question as to whether 
our Government should assume such an additional obligation. I am unable 
to find in the bill a definition of the term “dependent,” and believe that if such 
legislation is to be seriously considered that the term “dependent” should be de- 
tined in the strictest sense. 

Thanking you for the privilege of commenting on these two bills and request- 
ing this letter be inserted in the hearing records in lieu of a personal appearance 
before your committee, I remain. 

Sincerely yours, 
Omar B. Ketrcouum, Director. 


New York, N. Y., March 10, 1952. 
Hon. HerBerr H. LEHMAN, 
Subcommittee Chairman, Committee on Public Health, 
The Senate, Washington, D. C.: 

The Women’s Trade Union League with an affiliated membership of 250,000 
working men and women endorses Senate bill No. 2337 which extends medical 
benefits to dependents of veterans. Large numbers these families are in lower 
income groups. High medical expense often results in their being thrown 
on public charity. We urge passage of this bill. 

JEANNETTE HARn!s, 
Legislative Chairman, Women’s Trade Union League. 


HArtForD, Conn., March 10, 1952. 
Senator HerBert LEHMAN, 
Senate Offie Buiiding, Washington, D. C.: 
Anemostat Local 144 UAW-CIO urge you to support the Senate bill No. 2337. 
J. GLYNN, President. 


HARTFORD, Conn., March 10, 1952. 
senator HrerBert LEHMAN, 
Senate Office Building: 


Urge passage of Senate bill 2337. 


o> 


Royau INpustTrrAL UN1on, Locan 937, UAW-CILO. 


HENNEPIN CouNTY WELFARE Boarp, 
Minneapolis, Minn., March 3, 1952. 
Senator Herserr H. LEHMAN, 
Chairman, Subcommittee on Health, 
Committee on Labor and Public Welfare, 
United States Senate, Washington, D. C. 

Dear Senator Levan: May I acknowledge your letter of February 26, 
1992, as an original member of the Hennepin County Community Chest and 
Council ad hoe committee which compiled the report on inadequacies of Q 
allotments for dependents of active servicemen on February 20, 1951. While 
following bills 8. 1245 and S. 28337 with close interest, our committee is not 
currently functioning and will not be represented at the subcommittee hearings 
on health beginning Mareh 10, 1952. 

On the basis of your letter, I have hastily contacted the original members of 
our committee and offer these remarks for such value as they may have to 
you. Dependents of servicemen in our community still suffer unnecessarily 
ior lack of maternity and infant-care program, hospital-care program, and 
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adequate Q allotments. This is evidenced by fairly frequent requests for aid 
to dependent children assistance due to husband’s absence in service and in- 
adequate income to meet family’s needs; it is also evidenced to the Minneapolis 
Department of Public Relief in occasional requests for emergency financial as- 
sistance for maintenance and medical care; it is also indicated in occasional 
requests to Minneapolis General Hospital for medical care as indigents, It is 
primarily evidenced to our local chapter of American Red Cross where requests 
come in at an estimated rate of three per day asking for hardship discharges, 
maintenance, or medical assistance, 

The crux of the problem locally lies in complete nonexistence of military 
medical facilities within a radius of several hundred miles to meet the medical 
needs of servicemen’s dependents. While we possess good public medical facili- 
ties Which could accept many such families for care, they properly resist being 
classified as indigents for purposes of eligibility. Such weaknesses in our mili- 
tary legislation are not only disrupting to the dependents locally but must have 
a very detrimental effect on morale of servicemen themselves. 

We heartily endorse the efforts of Senator Humphrey and yourself in sponsor- 
ing these two important bills and wish you well in working toward their 
passage. 

Very truly yours, 
ARNOLD E. GRUBER, 
Director of Case Work Services. 


Senator Lenman. If there is no one else who wishes to testify to- 
day, the hearing will stand in recess until 10 o’clock tomorrow morn- 
ing. 

(Thereupon at 10:35 a. m., a recess was taken until Wednesday, 
March 12, 1952, at 10 a. m.) 
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WEDNESDAY, MARCH 12, 1952 


UNITED STATES SENATE, 
SUBCOMMITTEE ON HEALTH OF THE COMMITTEE ON 
Lapor AND Pusiic WELFARE, 
Washington, D.C. 

The subcommittee met, pursuant to recess, at 10 a. m., in the old 
Supreme Court room, the Capitol, Hon. Herbert H. Lehman (chair- 
man) presiding. 

Present: Senators Lehman and Hill. 

Present also: Kenneth Meiklejohn, staff director; Melvin W. Sneed, 
assistant staff director; Nora K. Piore, research assistant. 

Senator Leuman. The hearing will come to order. 

Is Dr. L. E. Burney here ? 

(No response. ) 

Senator Lenman. Dr. Hamilton, will you testify now’ Will you 
identify yourself, please. 


STATEMENT OF DR. EDWIN S. HAMILTON, MEMBER, BOARD OF 
TRUSTEES, AMERICAN MEDICAL ASSOCIATION, KANKAKEE, ILL. 


Dr. Hamiuron. I am Dr. Edwin S. Hamilton. I am a practicing 
physician in Kankakee, Ill., and I am a member of the board of trus- 
tees of the American Medical Association. 

Senator LenmMan. Do you have a prepared statement ? 

Dr. Hamiuron. Yes; I have a statement here I would be glad to 
present to you. 

Mr. Chairman and members of the committee, my name is Edwin 
S. Hamilton. I am engaged in the active practice of medicine in 
Kankakee, Ill., and am a member of the board of trustees of the 
American Medical Association. I am appearing here today with my 
colleague, Dr. Woodruff L. Crawford, of Rockford, Ill., on behalf 
of that association in opposition to S. 1245 and S. 2337, which are 
under consideration by your committee. 

Although the two bills are dissimiliar in many details, I believe 
that rather than discuss these variations, it will be sufficient for the 
purposes of my statement to note that both measures propose the re- 
establishment of an emergency maternity and infant-care program 
for the wives and children of enlisted personnel of the Armed Forces. 
In addition, S. 2337 would provide a program of hospital care for 
all dependents of enlisted personnel. 

It is believed that this brief reference to the purposes of the bills 
is sufficient, inasmuch as the basic position of the American Medical 
Association is that there is no demonstrated need for the activation 
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of a national program of the type proposed. The position of the asso- 
ciation is based on consultations with other interested public and 
private groups and on comprehensive surveys conducted or sponsored 
by its committee on maternal and child care under the chairmanship 
of Dr. Crawford. Before asking Dr. Crawford to discuss the details 
of these conferences and these surveys and their results, I would like 
to review the more general aspects of the question and outline briefly 
the history of the activities and interest of the association in this 
regard. 

Although the legislative proposals under consideration would au- 
thorize maternity and infant care for dependents of all enlisted per- 
sonnel in the Armed Forces, it is believed that in determining the need 
for Federal assistance, enlisted men in the first three grades, or those 
with the lowest income, would be the first group affected. 

Figures recently released by the Department of Defense show that 
less than 1 in 10 of the enlisted men in these grades have dependents 
other than dependent parents and about one-half that number, or 
about 1 in 20, have a wife only. Of course, only a part of this number 
will have children during the 2 years of an enlisted man’s tour of 
military duty. Of that number many are already receiving dependent 
medical care at hospitals of the armed services. 

With respect to the remainder, it should be remembered that many 
servicemen are perfectly able and, in fact, desirous of using the serv- 
ices of their regular physicians without Federal financial assistance. 
1 believe that experience shows that only about 50 “ours of the 
dependents of service personnel who are eligible for medical care make 
any effort to obtain it. 

Then, too, local public and private agencies and organizations which 
service the indigent members of the general population are also avail- 
able to the servicemen who are unable to pay for medical care and 
hospitalization for their wives. The demands on the medical pro- 
fession for the care of hardship cases are not appreciably greater since 
the Korean incident. The dedication of a substantial amount of time 
to the care of persons unable to pay is recognized by the organized 
profession and the individual physici ian as a medical responsibility. 

Senator Lenman. Doctor, may I interrupt you? 

Dr. Hamitron. Yes, sir. 

Senator Lenman. You have stated that 50 percent of dependents 
of servicemen who are eligible for medical care are not making any 
effort to obtain it. Could you elaborate on that statement ? 

Dr. Hamiron. I think that statement is based on the experience 
that we have had during World War II, and also at the present time. 
That seems to be the consensus, that not more than 50 percent of the 
people who are entitled to it even ask for it. 

Senator Lenman. You say the consensus; what consensus? 

Dr. Hamitron. Among the medical profession. 

Senator Lenman. Have you any figures? 

Dr. Hamivron. No; I have no figures with me. 

Senator Lenman. So this is merely a personal opinion expressed 
by you? 

Dr. Hamitron. Yes: a personal opinion after talking to other mem- 
bers of the profession. I will see if [can get some figures and present 
them to you. 
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Senator Leuman. You have made what seems to me to be a pretty 
broad assumption. I think it should be based on something tangible. 

Dr. Hamitron. Yes, sir. Of course, we do get in personal contact 
with other doctors so we do get opinions. We do not have to have 
them, but we do get them. 

Senator Lenman,. That may be. I certainly am not questioning 
your sincerity in making the statement. But it is a broad statement, 
and I would like to have a little more proot for it. 

Dr. Hamitron. We will try to get you some statistics that will be 
in accord with that. 

Senator Lenman. Thank you. 

Dr. Ham PON, The part tic ipation and cooper: ition ot the mecical 
profession in the eme reency mi iternity and infant-care program whic h 
existed during World War IT is well known and therefore would not 
appear to require any discussion at this time. I should prefer to 
commence this résumeé of the assoel: ition’ s activities ab out the time of 
the Mid G entury W hite House Conference on Children and Youth 
which was held in Washington, D. C.. in eee re 1950, At that 
time the current military status was discussed in relati ionship to the 
medical problems of dependents of servicemen and the necessity for 
reactivating another emergency maternity and infant-care program, 

This discussion suggested the desir: ability of obtaining a true pic- 
ture of the actual need for such a program, A survey of local medical 
societies and individual physici lans was initiated, supplemented by a 
series of conferences with private anal sore organizations and na- 
tional health associations. More recently the first phase of a survey 
of the situation in the Los Angeles area has been completed. 

That will be discussed by Dr. Crawford. He has all of the statistics 
for that. 

Senator Leuman. Very well. 

Dr. Haminron. In summary, let me say that the American Medical 
Association is opposed to the enactment of S. 1245 and S. 2557 because 
no evidence has been found which would indicate that the wives and 
children of enlisted men of the Armed Forces are not now being 
cared for by existing facilities and agencies. Further, it is not be- 
lieved that the need for such a progr am will be demonstrated in the 
near future, despite an increase in the total strength of the Armed 
Forces. This conclusion is naiieal on the fact that a number of re- 
servists will continue to be released as they complete their tours of 
duty and that their places will be filled in a large measure through 
selec ‘tive-service processes. The policy of the Selective Service Syste m 
at this time is not to draft fathers. In actuality, the percentage of 
enlisted men in the Armed Forces with dependents has dropped 4.8 
percent during the year 1951. 

Senator Lenman. Of course, the policy of selective service not to 
draft fathers may not apply to fathers in the future. 

Dr. Hamiiron. It is pretty hard to tell who is going to be a father 
in the future. That is a pretty difficult job. But they are taking as 
few of them as is absolutely necessary to fulfill the draft require- 
ments. As 1 understand, that has hoor their policy as of the past. 
What the policy will be in the future, I do not know how anybody 
knows. It depends on what develops. 
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Senator LeumMan. We do know there have been a great many cases 
where children were born while their fathers were away in the armed 
services. 

Dr. Hamivron. Yes; and that will continue. It is an old custom. 
I am afraid that will continue. 

Senator Lenman. It has been testified that there will be about 
900,000 births to the wives of enlisted men in the armed services dur- 
ing the course of the next year. 

Dr. Hamuron. I have no way of questioning or verifying that 
statement, but I would personally be inclined to doubt the accuracy 
of any such sti — because I think the number last year was about 

75,000, was it not? I do not know how you can prognosticate the 
birth rate of this country, even though it is going up some. I do not 
know how you can tell how many. ‘I think that gets into the realm 
of guessing. I would not want to make a guess on ‘it myself, and I do 
not believe that anybody can guess that. 

Senator Lenman. We have obtained those figures. They are not 
purely arbitrary. They have been given to us by the Defense Depart- 
ment. 

Dr. Hamitron. I would not question those figures. I do know last 
year the estimate was 75,000. 

Senator LenmMan. The 75,000 figure is for those who can be given 
aid through military channels, but the estimate for the total number 
of births duri ing the next year is 200,000. 

Dr. Hamu.ton. I would like to see the figures, if I were permitted, 
on which they give them. 

Senator Lenman. You are entitled to see them, and if you are here 
on Friday, I am sure you can hear them given as a matter of testimony. 

Dr. HAminton. I would be very interested in them, because I just 
cannot believe anybody can tell that. 

Senator Leman. What I am trying to get at is what you are basing 
your figures on, and your conc lusions: in other words, whether the 
figure you are giving is merely the estimate or the assumption of an 
individual doctor, distinguished as he may be, or of a small group of 
doctors, distinguished as they may be, or whether they are actually 
based on any sound factual foundation. 

Dr. Hamitron. They are based on the figures that were given out 
last year, as far as we could figure, plus the rules and regulations of 
Selective Service as to the number of fathers they are trying to take 
in. I realize, as well as you do, that some of them who are not fathers 
today will be fathers tomorrow, and some will have children in the 
very near future. I understand all those things just as well as you 
do. But I know this is not only my own, but this is the best estimate 
that can be made from the available figures that have been Nr 
to us as of this time. If there are other figures, of course, that i 
something else again. 

Senator Lenman. Will you proceed. 

Dr. Haminron. It is the belief of the association that the activation 
of a Federal emergency maternity and infant care program at this 
time with its attendant cost would seem to be an unjustified and un- 
necessary expenditure of Federal funds. 

If I may, Mr. Chairman, at this time I would like to have Dr. 
Crawford give to the committee a more detailed statement as to the 
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surveys and conferences conducted by his committee and their results. 
I think it would be very illuminating to you. 

Senator Lenman. Thank you, Doctor. 

May I ask you one or two questions? 

Dr. Haminton. Surely. 

Senator Lenman. You have testified that local public and private 
agencies and organizations who serve indigent members of the popula- 
tion are also available to servicemen who are unable to pay for medi- 
cal care and hospitalization. 

I would be very much interested to know what resources you are 
referring to. Of course, we know about the Red Cross. But what 
other agencies are there, except those of purely a relief character. 

Dr. Hamivron. Not many, except the doctors themselves who give 
a great deal of free care to servicemen, the same as they do to every- 
body else. It is an old custom. 

Senator LenMan. I certainly have great admiration for the public 
spirit shown by doctors, but when you rely on that, of course, you 
are relying on mere intangibles. We do know that there were a great 
many instances in World War II where if we had not had the emer- 
gency program, the patients would have had no care save that given 
on relief. 

It has been testified that approximately 75,000 births can be taken 
care of through military facilities. In the absence of any legislation 
such as we are considering, the other 125,000 may have to become re- 
cipients of relief. You are saying that you are convinced that these 
people can be taken care of by private organizations and I was won- 
dering whether you could specify what private organizations, outside 
of the purely relief organizations which, of course, exist in most com- 
munities. 

Dr. Hamitron. Of course, the Red Cross, as I understand it, only 
takes care of the emergency cases. The rest of them they try to be of 
assistance in trying to obtain other methods of taking care of them 
for the nonemergency affairs. I have heard very little criticism and 
very little criticism has been brought to our organization of lack of 
care in the last vear in the care of these cases. There has been intan- 
gible discussion about it, but when you get down to actual facts, and 
attempt to run down things, we do not find a lot of real evidence of 
lack of care. 

Senator Lenman. Of course, is it not a fact that when a serviceman 
knows—that is, he has been told and knows from his own prior expe- 
rience—that there is no governmental agency that can help him, he is 
not going to go to the trouble of making an application which he 
knows before he makes it has no chance of being satisfied / 

Dr. Hamitron. That is true. 

Senator Leuman. That, I think, is probably one of the reasons why 
you say you have not had any great pressure on you. I do not think 
that is true of those who are connected with the Government, and who 
have a voice in providing essential services, like Members of Cong- 
ress, and otherwise, because we have received a great many. 

Dr. Hamivron. We made a survey in Los Angeles on this very 
subject, which will be presented by Dr. Crawford in detail, in which 
an attempt was made to follow the thing clear through, and it was in 
support of the statement which I have just made. I realize, of course, 
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Senator, that when this kind of a service is available, there is a little 
tendency for everybody to take advantage of it, whether they need it 
or not. I went through the last one, “and while I was not doing 
obstetrics much at that time, I went back into the obstetrical business 
as a public duty, and I found pri actically everybody took it, whether 
they really needed it or not. That is perfectly all right. I did not 
criticize that part of it at all. That is just a statement of fact. i 
Senator Lenman. May I ask you this, Doctor? In order that the 
subcommittee mi: iV understand th 1e basis of the objection of the Amer- 
ican Medical Association to S. 1245 and S. 2337, would it be correct 
to say that this objection is based solely on the association’s belief that 
no need for a national program for health care of servicemen’s fami- 
lies has been shown / 
Dr. Haminron. Yes; I think so. There is no demonstrable need 
at this time. 
Senator LenmMan. Your position is based solely on that belief at this 
time? In other words, you do not question that a serviceman’s family, 
his wife, and child, are entitled to the best care a grateful vovernment 
can give them / 
Dr. Hamivron. I am an ex-serviceman and I believe that very, very 
thoroughly, and I think our record has shown that we hi ave made an 
effort to give them as a medical profession. 
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Senator Lenman. Your objection, as I understand it, is based solely i 
on your belief that no need has been shown. ; 
Dr. Hamivron. Yes, sir. : 


Senator Hitz. I am sorry I missed your statement, Doctor. I had 
to go to another meeting, and cast a vote, but I shall read your state- 
ment most carefully, I assure you, sir. | 
Senator LenmMan. Any questions / zz 
Senator Hitu. No. | 
Senator Lenman. Thank you very much. | 
Dr. Haminton. Thank you, sir. 
Senator Lenman. Dr. Crawford, will you identify yourself, please ? 


STATEMENT OF DR. WOODRUFF L. CRAWFORD, CHAIRMAN, COM- 
MITTEE ON MATERNAL AND CHILD CARE, COUNCIL ON MEDICAL 
SERVICE, AMERICAN MEDICAL ASSOCIATION, ROCKFORD, ILL. 


Dr. Crawrorp. As Dr. Hamilton has indicated, my name is Wood- 
ruff L. Crawford. I am a physician engaged in the practice of ‘ 


pediatrics in Rockford, Ill., and am chairman of the committee on 

maternal and child care of the council on medical service of the 

American Medical Association. I would like to enlarge on Dr. Ham- 

ilton’s remarks relative to the interest and activities of the American 

Medical Association concerning emergency maternity and infant care. 
During the Mid-Century White House Conference on Children ’ 

and Youth in December 1950, it was evident that some thinking was 

in progress as to the necessity for the reactivation of some plan similar 

to the emergency maternity and infant care program of World i 

War II. - 


With this in mind, the committee on maternal and child care in 
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January 1951 developed a short questionnaire which it sent to all State 

medical societies and approximately 400 physicians, representing ( 
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every State in the Union, including general practitioners, obste- 
tricians, and pediatricians. The purpose of the questionnaire was to 
learn how the State societies felt concerning the operation of the 
emergency maternity and infant care program during World War 
and to get the reactions of physicians who had worked under it. 
The survey was instituted to assist the committee if and when it was 
called on to participate in discussions on this subject. The responses 
vediived contained a sufficient amount of detailed information to en- 
able the committee to formulate numerous definite and beneficial 
suggestions. With the benefit of these findings the committee mem- 
bers were able to participate actively in a series of meetings froin 
February 13 to April 4, 1951, which were called by officials of the 
United States Children’s Bureau of the Federal Security Agency. 
These exploratory conferences were attended by staff members from 
the Children’s Bureau, persons representing major health and hos- 
pital associations and others interested in the services that might be 
provided under an emergency maternity and infant care program. 
The stated purpose of the conferences was to consider previous ex- 
perience and obtain suggestions concerning the characteristics best 
adapted to present conditions should the Congress decide to provide 
again for such a program. 

The results of the conferences were summarized in a series of broad 
policies on which the participating organizations were able to agree. 
The policies included such items as the duration of the program, 
individuals to be covered, the scope of services to be provided, the 
proper agency to administer the program, financing the program, and 
necessary elements of State plans. It should be noted, however, that 
all of the confereees with the exception of the representatives of 
Children’s Bureau agreed that the need for such a program had not 
been demonstrated and that no program should be initiated until 
the evidence of need became apparent. 

Senator LenmMan. Was that determination a matter of record? 

Dr. Crawrorp. Yes, it is a matter of record. 

Senator LeumMan. Have you a copy of the resolution ? 

Dr. Crawrorp. I think I have a copy of the material. If I do not, 
1 will furnish you with it, Senator. 

Senator Leuman. Very well. 

(Following the hearing the following further statement on this 
matter was received from Mr, George W. Cooley, assistant secretary, 
council on medical services, American Medical Association :) 


FURTHER STATEMENT BY GEORGE W, COOLEY, ASSISTANT SECRETARY, COUNCIL ON 
MEDICAL SERVICES, AMERICAN MEDICAL ASSOCIATION 


I am not sure what Senator Lehman and Dr. Crawford mean when they speak 
of a “matter of record.” 

The statement prepared by the Children’s Bureau based on consultations with 
the various organizations—that is, the meeting on April 4, 1951—states 


“GENERAL POLICIES SUGGESTED FOR CONSIDERATION 


“1. The need for a program.—The extent of probable need for a program of 
care for wives and infants of enlisted men should be given careful consideration. 

“Comment,—The persons consulted urged that no program should be initiated 
until the evidence of need is apparent.” 

In our memorandum to the members of the committee on maternal and child 
care, dated April 18 and telling of the conference in Washington, we pointed 
out that: 





100 HEALTH CARE FOR DEPENDENTS OF SERVICEMEN 
“It is important to note that all discussion was informal and in no way com- < 
mitted the agencies represented to any statement of policy nor was the Children’s : 


Bureau authorized to quote those present, either individually or as a group, as 
agreeing on anything except that ‘no emergency regarding the care of dependents 
of servicemen exists at the present time and, therefore, all the discussion is of 
an exploratory nature.’ In other words, the group was merely thinking out loud 
in regard to problems that might arise if at some future date Congress decides 
there is an emergency and decides to consider legislation.” 

At the various conferences the committee on maternal and child care had 
with representatives of national groups and seven points shown in the annual 
report of the council to the house of delegates in June 1951, were generally 
agreed upon. The first of these is that— ] 

‘1. No widespread emergency exists at this time which warrants setting up 
a special maternal and infant care program for wives and dependents of 


Pm ees 6 LL 


servicemen.” (A copy of this portion of the report has been included in the . 
material sent to you under separate cover.) 

These seven points were discussed at each of the conferences, and number “1” 
was not changed at any time. 

Senator Hiti. Do you have a list of the organizations or groups 
represented at the conference / 

Dr. Crawrorp. Yes. In the next paragraph we give a list of most 
of them. There were others of a similar nature that were, maybe, at 
one mee ting or another. 

In the next paragraph we go on to say that in an effort to stay abreast i 
of the situation, the committee called three subsequent meetings (most ‘ 
recent on December 15, 1951) with representatives of the American c 
Hospital Association, the Catholic Hospital Association, the American ‘ 


Protestant Hospital Association, the American Legion, the Associa- ' 
tion of State and Territorial Health Officers, the American Academy 1 
of Pediatrics, and the American National Red Cross. I 

In addition to these, Senator Hill, there were representatives of f 
organizations on maternal care, representatives of organizations on ; 
obstetrics and gynecology, and organizations like that, that were at 


y 
numerous of our meetings. We wanted to inform the people who were 
either giving the medical care or paar organizations interested in 
furnishing hospitalization, and so forth, of the services that these 
people would need in an acivehea Naaman. 

Although formal actions were not taken at these meetings, it was 
the consensus of those in attendance that no widespread emergency 
exists which warrants the inauguration of a Federal program for the u 
care of ee and children of servicemen. Requests for such a pro- ( 


gram have been infrequent and when they occur they are usually based 
on individual instances arising near militar Vv inst: allations where the 
influx of servicemen and their families has resulted in abnormal con- 
ditions. Where need for assistance has occurred away from milits ary 
posts, help has been available through local sources of ‘aid. 

Senator Lenman. Could you enumerate the local sources that are 
available outside of those purely of public relief character? 

Dr. Crawrorp. The sources that are available, of course, that are s 
not strictly military, are the Army-Navy Relief, the Airmen’s Relief, 
et cetera. Then there are the organizations in each local community 
which are largely grouped under, we usually say, the Red Feather 
group a organizations which help in one way or another. It may be 
the ¢ ‘atholic organization, it may be a Protestant organization, or it _ 
may be an agency such as the District Nurses Association. a hospital 
out patie nt clinic, or any of numerous different types, of which there 
are anywhere from 1 or 2 to 30 or 40 in each community, depending 
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on its size. In our own community there are perhaps 15 or 20, an 
average size community. 

Senator LenmMan. Doctor, your refer here to a questionnaire which 
you sent out to all State medical societies and to approximately 400 
physicians in every State in the Union. Have the replies to that 
questionnaire been tabulated 4 

Dr. Crawrorp. Yes, they have been. 

Senator Leuman. Would you mind putting that in the record. 

Dr. Crawrorp. I would be glad to. Ido not have those tabulations 
here, but I will furnish them. 

Senator LenMan. Have you a copy of the questionnaire which you 
sent out ¢ 

Dr. CRawrorp. | will furnish you with that, also. 

Senator LenmMan. Very well. 

(The information is as follows:) 


MATERNAL ANI) CHILD CARE DATA 


AMERICAN MEDICAL ASSOCIATION, 
COUNCIL ON MEDICAL SERVICE, 
Chicago, Ill., January 30, 1951 

Dear Docror: During the last war wives and families of certain classes of serv 
icemmen received specified amounts for obstetric, medical and pediatric care, in 
cluding hospitalization, under the emergency maternal and infant care plan, 
commonly referred to as the EMIC. Although there is no imminent plan to re- 
activate the EMIC at present, there is a possibility that this will be done. 

The committee on maternal and child care of the Council on Medical Service 
has been asked to assemble information on the good and bad points of this 
plan as it operated in different sections of the country. In this manner we may 
be able to collect data which will be of constructive help if a new EMIC plan is 
formed. Since we are directly concerned with furnishing the medical care, it is 
hoped that we may have a voice in planning, if the need arises. 

A return of the enclosed questionnaire will be appreciated. If you prefer, 
you need not sign the questionnaire. 

W. L. Crawrorp, M. D., 
Chairman, Committee on Maternal and Child Care. 


QUESTIONNAIRE REGARDING EMIC ProGRam 
(Same questionnaire went to State medical associations) 


Please answer and return to: W. L. Crawford, M.D., chairman, committee on 
maternal and child care, Council on Medical Service, 535 North Dearborn Street, 
Chicago, II. 

What is your opinion of the EMIC plan as operated during World War II as 
concerned : 

The patient? 
The physician? 
The hospital? 

Was it satisfactory, unsatisfactory, or neutral? 

What were the good points about EMIC? 

What were the poor points about EMIC? 

Did doctors or hospitals abuse the plan in any way in your community? If 
SO, how ? 

Did the patients get satisfactory obstetrical care in your community? 

Was the medical care adequate in your community? 

Was the pediatric care adequate in your community? 

Did te children get adequate immunization and periodic health examinations? 

Were the financial reimbursements to the doctor or hospital adequate in your 
community for: 

Obstetricians? 

Pediatricians ? 

Immunizing? 

Periodic health examinations? 
Other? 
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Were the methods of reimbursement satisfactory? 

Was there too much red tape involved? 

To receive hospital aid, the doctor was obligated to give medical care at a 
rate of reimbursement which was often considered inadequate. Many patients 
were amply able to reimburse the doctor privately or to add to his allotted fee, 
but this was not permitted. Did this cause any comment in your community? 

Were there problems in dentistry or oral surgery that needed comment? 

If the EMIC were revived, what suggestions do you have for improvement? 

(Signed) —— —- ———. 

JANUARY, 1951. 


[Confidential] 
EMIC QUESTIONN AIRE—SUM MARY 
(For committee discussion only ) 


At the time of the White House Conference on Children and Youth, September 
1950, it became evident that considerable thinking was in process as to the pos- 
sibility of developing a program similar to the EMIC program of the last war. 
As a result, the Council’s Committee on Maternal and Child Care began to occupy 
itself with the problems involved. If the Committee were to meet with any 
group to discuss the World War II EMIC program, it was believed that some- 
thing more than statistical data should be explored. The committee members 
felt they should get suggestions and reactions of State medical associations and 
of physicians who had worked under the program. 

As a first step the committee decided to make its own survey. To conduct a 
scientifically arranged survey required both time and money, and the committee 
had neither, at least in any quantity. On the other hand it was believed that 
a small but widespread cross section of opinion and ideas would provide the 
committee with a reasonably adequate background for discussions on possible 
reactivation of such a program. In view of this, questionnaires were sent to all 
constituent medical associations and to over 300 physicians in all 48 States. 
General practitioners, pediatricians, and obstetricians were included, as were 
physicians in both rural and urban areas. Questionnaires were distributed to the 
general practitioners by the American Academy of General Practice, to members 
of the American Legion by a member of the Legion, and to the others by members 
of the committee. (Members of the committee are from various sections of the 
country and represent the specialties concerned.) In addition, some of the State 
medical associations conducted their own polls throughout their States so that 
the total number of physicians actually reached was in the thousands rather 
than in the hundreds. 

The purpose of the survey was to learn something of the reactions of State 
medical associations and of physicians who worked under the program in 
World War II; to get ideas as to its good and bad points; and to learn what 
was believed to be satisfactory as well as unsatisfactory in the program. ‘The 
survey or poli was not intended to be exhaustive but was merely to assist the 
committee members if and when they were called upon to participate in dis- 
cussi 4S on the subject; and in this the survey has been most helpful. 

The individual physicians were almost equally divided as to the over-all per- 
formance rating of the EMIC program. A small majority (55 percent) either 
indicated that the program was unsatisfactory or had no opinion, while the rest 
(45 percent) felt it was generally adequate for the purpose for which it was 
formed. On the other hand, in response to this same question, only 30 percent of 
the State medical associations believed the program was generally satisfactory 
with 70 percent dissenting. 

The patient-EMIC relationships were thought to be satisfactory by 70 percent 
of both physicians and State associations. However, quite a different reaction 
was received to the question on physician-EMIC relationships. Only 37 percent 
of the physicians and but 27 percent of the State associations reported that the 
relationship between the program and the physicians was satisfactory. 

The chief complaint of the profession, almost to a member, was that the pro- 
gram, born prematurely in the Children’s Bureau, gave little if any voice in the 
planning to the doctors of medicine who must perform the medical service. 
Typical comments included: “Too many inflexible rules’; “EMIC dictated to 
physicians”; and “Physicians were antagonized by the attempt to reconcile 
‘State plans’ with edicts of the United States Children’s Bureau.’ Other com- 
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ments were made using such words as “paternalistic,” “discriminatory,” and 
“dictatorial,” to describe the feeling of physicians in regard to the over-all ad- 
ministration of the program. 

The second most common complaint concerned the inequitable arrangement 
used for reimbursing physicians who performed the actual maternal and child- 
care services. Almost three-quarters of the physicians replying thought that the 
average fee ($50) for care prior to, during, and after birth was inconsistent with 
other phases of the program and most certainly with regard to services rendered. 
Another objection regarding fees had to do with the ruling prohibiting added 
payments on the part of patients, even though the patient was both able and 
willing to augment the arbitrary EMIC figure. Many patients, however, did make 
added payments over and above those allowed by the Children’s Bureau only 
to have these actions termed “abuses of the system.” Particularly distasteful 
to patient and physician alike was the “all or none” ruling preventing the patient 
from obtaining hospital benefits when a nonparticipating physician was selected. 
Hither the physician agreed to work under EMIC rulings, or the patient received 
no benefits—not even hospitalization, 

A third and particularly galling phase of EMIC was ¢] at which finds its way 
into nearly every system designed for “grass roots” and administered from 
afar—the time-consuming, ever-irritating “red tape.” Over 70 percent of the 
individual physicians thought the paper work to be excessive, and 87 percent of 
the State medical associations, reflecting the opinions of their memberships, 
thought likewise. Comments along this line ineluded : “Paper work took as much 
time as care of the patient” ; “the blanks to be filled out were multiplied beyond 
reason”; and “EMIC forms were changed constantly and created confusion.” 

Despite the medical profession's dissatisfaction with the program's inflexi- 
bility, its inadequate fees, and excessive paper work, the majority of both 
physicians and State associations reported that the wives and babies of service- 
men received adequate care. It was obvious from the replies that even though 
most physicians did not like the program, they accepted participation as a 
patriotic duty and gave the best care possible. As one physician put it, “We 
save our patients good care despite of and not because of this program.” In 
fact, it Was not uncommon for a physician to bypass the red tape and care for 
servicemen’s wives without charge, 

Both physicians and State medical associations had many suggestions to make 
wn the light of their experiences under EMIC, Generally speaking, these fall 
into three groupings. ; 

First, many of the evils of EMIC can be directly traced to the fact that the 
program like Topsy “wasn’t born just growed.” The entire plan was built 
from appropriation bills w ith little else to establish its legality. Asa result, its 
entire life was fraught with uncertainty and lack of established principles 
beyond those enunciated daily by the Children’s Burs au. Any new program 
for like aid should be based upon substantive legislation. This means bills will 
have to be introduced, as solue already have, and in the course of the trip to 
Statute books they will encounter public hearings, testimony pro and con, and 
floor debate. Thus, through recognized procedures the need for such a program 
will have to be shown, and any program that is established wil] have the benefit 
of greater stability. 

Second, any rew prozsram which may be created will have to have a greater 
degree of elasticity in its regulations with some system for handling complaints 
and eliminating bottlenecks at the local level. No more should the Children’s 
sureau be the oracle to which all must turn and bow for guidance in every 
procedure, Medical and hospital organizations sh¢ uld have a definite part in 
aiy prograin that may be devised. and the physicians would like to see existing 
voluntary agencies utilized to their fullest extent. The practicing physicians 
believe they should be consulted when changes are contemplated in accepted 
policy and procedure. For instance, in regard to reporting procedures, the 
physicians agree that forms should be kept to a minimum for all concerned with 
a resultant decrease in administrative load. 

And third, most of the physicians recommended a more realistic seale for 
reimbursement. In other words, fees should be commensurate with services 
rendered and in keeping with local conditions. Comments regarding this phase 
Were filled with suggestions Inaking it obvious that much thought and planning 
would be required should another EMIC be ne essary, 
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FAVORABLE RESULTs oF EMIC 


(Digest of replies from individual physicians) 
Fees 
In the hospital many of the children and infants under EMIC would have been 
ward cases, so remuneration to doctors was fair on the average. 
There was the certainty of receiving a moderate fee for services rendered. 
The Nebraska set-up paid adequate fees for services rendered by pediatricians. 


Reporting procedures 
There was a lack of red tape (Atlantic City, N. J.). 


Medical care 

It provided adequate maternal and infant care for dependents of members of 
the Armed Forces. 

It helped many get medical care that otherwise would have been impossible to 
obtain. 

Plan reassured soldier that family was cared for. 

For the medically indigent patient better than usual service. 

Unsatisfactory aspects of program were far outweighed by its benefit to moth- 
ers and infants. 

Good protection in cases of catastrophic illness. 

Many got better (obstetrical) care than they would have, for in my community 
no one doctor could refuse to work under this plan because of public opinion. 

Most received better care than they would have asked for on a private basis 
even since the emergency. 

The patient was served satisfactorily by EMIC because of the generous render- 
ing of part-pay services by the physicians. 

As far as the plan would permit, patients got satisfactory obstetrical, pediatric, 
and general medical care in my community. 

The patients did not feel they were charity patients. They got good care in 
most instances. Probably many received better care than they would have re- 
ceived under normal circumstances. 

It encouraged pregnancy. 

Benefit to patient was great at*time of possible financial stress. 

Hospitals and physicians received remuneration (at rates somewhat below 
prevailing fees) which might not have been forthcoming otherwise. It kept the 
relief rolls lighter. 

Public information, educational value 
Provided parents incentive to seek continued professional advice. 


EMIC taught the wives of GI's that prevention and frequent check-ups were 
of the utmost importance in keeping her child well and healthy. 


Hospital relationships 


Hospitalization was made available to nonresidents who could never have 
secured hospital space or care. 

EMIC was frequently very helpful to the patient, especially where prolonged 
hospitalization was necessary. 


ABUSES OF EMIO 
Administration 


I have heard that in some instances the rules were side-stepped as to hospital 
accommodations and as to the fees. 


Fe Cs 

I found the G. P.’s referring all pediatric cases to me for care as fees were too 
low for them to “fool” with. In peacetime they treat these cases and call for 
help when “stuck.” 

Physicians charged patients (especially obstetrical cases) EMIC fee and added 
their own fee. 

There was gross abuse on the basis of the “means test.” 

EMIC failed here because of private “side gifts” in addition to fee (Chicago, 
Ill.). 

Contrary to regulations fees in excess of EMIC formulas were accepted by 
physicians treating EMIC patients. 

I am sure some doctors increased their incomes needlessly. However, most 
good doctors were too busy to take this advantage. 





HEALTH CARE FOR DEPENDENTS OF SERVICEMEN 105 


When patients were told how little the doctor received they were amazed and 
most offered additional compensation. 

Some obstetricians charged for pre- and post-delivery care in order to obtain 
full fees. 

There were, in a citizens’ army, quite a few people who could afford to pay 
something themselves and get private or semiprivate accommodations, but the 
EMIC prohibited payment over and above that provided in the plan. 

Some physicians hesitated to take cases under this plan if the patients were 
able to pay usual prevailing rates. 

Reporting procedures 
I heard complaints about the forms to be filled out. Some men never bothered. 


The few cases I handled I did not charge or use the forms. 

The blanks to be filled out, in some areas, were multiplied beyond reason. 
Medical care 

Most doctors did work as charity which was not satisfactory for the serviceman. 

Some doctors felt overburdened or refused to care for EMIC cases. 

EMIC patients were “weaned away” from family physicians. 

At the time EMIC was in effect we were all pushed to the limit. I had only 
about four cases under my own care. Several were turned down not because of 
EMIC, but because I could not handle any more of a load. Many more regular 
(not EMIC) patients were turned down—for the same reason. 


Patient eligibility 


A few patients who could easily have afforded private payment took unfair 
advantage. 

Public information, educational value of program 

Pregnant patients waited till within 5 days of delivery time and then came in 
to be admitted under EMIC. 

A general comment in regard to medical care: Adequate medical care was 
available in the community but not fully called upon. The children did not get 
adequate immunization and periodic health examinations probably due to the 
lack of information on the part of the mother that such care was available. 
Periodic health examinations were not utilized to nearly the extent they should 
have been. This was because of poor information and careless recording of dates 
and needs by the physician. 

Hospital relationships 

The hospital which I use received 80 percent of its cost for EMIC patients 
while the physician received a fraction, much smaller, of his actual cost. 

It was impossible to abuse the plan here—hospital stay was limited to 5 days. 
Vedical relationships 

Obstetricians sent the pediatric work to a certain group; intentionally or not, 
the remaining pediatricians were boycotted. 

Some patients never saw the obstetrician supposed to care for them; interns 
did the work, obstetricians drew the pay, and the pay was too small for the 
general practitioner. 


SHORTCOMINGS OF EMIC 
jdministration 


Something for nothing is never satisfactory. EMIC had no good points as 
far as the doctor was concerned. 

Too many inflexible rules. 

It was poor to require an “authorization” for each time the patient was 
treated, 

EMIC dictated to physicians, it was based on control by bureaucrats 

Doctors were given no real part in the planning. 

Physicians were antagonized by the attempt to reconcile “State plans” with 
edicts of the United States Children’s Bureau (Rochester, N. Y.) 

It was impossible to class physicians as practitioners, consultants, and 
specialists. 

Too much money was wasted on administration of the plan. 

The constant pressure put on the Administration to change State plans was a 
ery good indication of what would happen to us if a full-scale program should 
ever be inflicted on the country. 
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EMIC was a paternalistic procedure. 

It was poorly administered, discriminatory. Based on an over-all survey, it 
penalized the doctor by including his charity cases in the averaging of former 
income from obstetrical work. 

The doctor was at the merey of the whims of the patient and the administrator 
regardless of how much time he put in. 

The patient’s ability to pay was not taken into consideration. 


Fees 

Fee was not adequate in most cases. 

Many times one did not receive payment. I gave up in disgust on some of my 
accounts. 

Nonpayment of accounts was too frequent. 

Some adjustment between EMIC fees and means of patient should have been 
made in many cases. 

Low fees for preventive pediatricians. 

Fees were rather unsatisfactory from the pediatrician’s point of view, but the 
work would have otherwise been charity. 

Fees were inadequate especially in hospital work where the doctor could have 
received a fee every day instead of twice a week as under EMIC. 

Doctors were grossly underpaid for serious conditions. 

Pediatricians’ fees were inadequate in cases of serious or prolonged illnesses 
and transfusions. 

At all times I have indicated my willingness to care for these individuals with- 
out charge but under the existing circumstances in World War II it was impos- 
sible because of the fact that if and when we filled out a blank for an EMIC par- 
ticipant, the hospital derived its income from this stipend and the physician or 
attendant his stipend * * *, Any dependent upon a member of the Armed 
Forces who applies to me for this service will get this service without charge 
provided all other services are rendered on the same basis. 

Inadequate compensation to pediatrician for those services which require his 
largest amount of time. From his point of view reimbursements for periodic 
examinations and immunizations Were so low that it was easier to give free care 
if needed than to apply for reimbursement. 

Physician was not given credit for good services rendered since the patient 
paid nothing for the service rendered. 

Surgeons, especially, objected to not being allowed to accept extra pay volun- 
teered by willing EMIC patients. 

The feeling prevailed that for the immediate service it would be better to 
have a higher rate of pay than to try and draw distinctions between individuals 
who are eligible to receive EMIC care. 

‘The physician's fee was limited to a certain figure. It seems that physicians 
always aid in national emergencies, while organized labor reaps the harvest. 

Reimbursements were inadequate; in remoter sections obstetricians are pro- 
vided little financial means, surgeons enough or too much, and medicine small 
fees under EMIC, 

Reimbursements to physicians were not adequate. 

The men I know took these cases under EMIC as a duty, and the reimburse- 
ment was far below their average. As a rule, it was adequate-for the general 
medicine group, but the pediatrician lost out in some cases. 

The pay and fee scale were not adjusted satisfactorily. 

Under EMIC the full fee was always reduced; we never received full payment. 

Laboratory work cost about the amouat allowed for prenatal and delivery. 

EMIC fees were discriminatory against the general practitioner. In their 
medical practices the specialists and GP's handle similar cases with equal skill. 

There was no adequate compensation for the physician. 

Fees too low for amount of time spent; no fees for LP's, transfusions, ete., 
on infants and children (pediatrician ). 

Poor pay for the doctor for the services expected. 

As for my part, if this is instituted again, 1 would much prefer caring for and 
delivering of an EMIC case without charge rather than go through the harrow- 
ing experience of having the internal revenue dig into my records to see if I 
had or had not supplied information adequate for the completion of my income- 
tax return. I, as one of the older members of the obstetrical and gynecological 
staff of hospital in the Southwest, took these patients as a matter of considera- 
tion for members of the Armed Forces and was given, as a matter of compensa- 
tion, 4 maximum of $75 for the care of these patients during their period of preg- 
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nancy, delivery, and postpartum care, which care was exactly the same as that 
of my private patients. The maximum receipt for the care of an EMIC case for 
me, as a diplomate of the American Board of Gbstetrics and Gynecology, was 
S75, of which fee I had to pay to the Government $37.50 in income tax which 
allowed me, as you can see, $37.50 for 9 months’ care up to 12 months’ care of 
the EMIC participant. 

Reporting procedures 

Physician was obliged to do a lot of complicated paper work. 

Through no fault of local administration it was 
were made in Providence, R. I. 

Paper work took as much time as care of the patient. It was necessary to 
study the clinical chart in detail if case was hospitalized in order to fill forms 
accurately. 

There was too much red tape; it was difficult to get pay and it was rarely ever 
the total amount. 

EMIC was too slow in handling claims. 

‘There was too much delay in accepting a case as EMIC. The method of re- 
imbursement was too slow. 

Too much red tape and not enough pay for the doctor. 


+ months before payments 


Medical care 


Physicians had two alternatives: Give care at below-normal fees or lose pa 
tients as a result of not participating in MMIC, 

No provision of fees for the care of acute illnesses. 

Obstetrical care took too many Obstetrical-Gynecology men. 

The plan did not provide for well-baby care. 

Choice of physician was often limited. 

There was very little prenatal or postnatal obstetrical care (Seattle). 

Remember that then civilian doctors were scarce and hospitals crowded. 

Vhe patient-doctor relationship is never as good on free service as when the 
patients really want help and are willing to pay for it. 

Due to the pressure of work on sick children, immunizations and periodic 
health examinations were somewhat neglected. 

Medical care was not adequate in our community because only recently has a 
well-equipped hospital been organized. We had and still have a scarcity of 
physicians, nurses, and technicians. 

EMIC during World War II operated badly in regard to the physician and the 
patient as compared with private care. 

EMIC put the wife of the GI in the position of being a ward of the Government. 

The main difficulty in giving children adequate immunization and health ex- 
aminations was the shifting population. 

There was no choice of type of care provided to the patient. 

There was satisfactory medical care in the community, but EMIC placed too 
great a load upon the doctor and did not improve the quality of medical care; 
in the long run efficiency would have decreased. 

Patients would like to have their regular M. D.’s. 

Patient was not always able to secure the doctor of her choice. Many doe- 
tors did not participate in the plan. 

I was the only pediatrician in a 50-mile radius and did the best I could 20 
hours a day. The pressure was terrific and there were not enough hours in a 
day. For what I gave in time and effort I would have been much better off ina 
base hospital, 

Public information, educational value of program 

Patient was confused because he didn’t understand the procedure well. There 
was too little information given to the recipient as to the summary of services 
covered, 

There was a lack of brevity and conciseness in the original information. 

The success of immunization and health examination programs for children is 
a matter of educating the parents. 

Fairly satisfactory plan but not well understood from the patient's standpoint, 
especially the requirement of having an order for each visit to the doctor 


Hospital relationships 


Capacity of hospital was taxed because too many EMIC patients were kept in 
hospitals 
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EMIC was profitable to a full-time staff hospital at the expense of private 
practice. Hospitals were allowed to set their own fee per day. 

As per schedule the hospital usually lost money. 

XMIC was a good way to cause the hospital to go broke. 


Medical relationships 

The plan tended to parcel patients to certain doctors and hospitals. 

Doctors in general did not like it, and very few pediatricians accepted patients 
under it (Richmond, Va.). 

It was a poor makeshift for the patient, and the doctor regarded it as slave 
labor. 

RECOMMENDATIONS FOR IMPROVING EMIC 
Administration 

More elastic regulations. 

Periodic review and adequate consultation for any new plan, with practicing 
physicians given consideration. 

Local committee to act on overcharge complaints of EMIC patients. 

Recourse by physician to EMIC for nonpayment of fee by patient. 

Allow doctors to decide number of visits the sick child needs (pediatrician). 

Allow doctors to treat any child in the class specified that needs medical care 
without authorization. 

Do not permit physicians to be dictated to on medical questions, e. g., health 
examination intervals, immunization schedule, ete. 

Limit strictly to temporary emergency. 

Plan and direct by physicians. 

Leave the matter up to the various States. 

Keep social security out of such a plan and put it on a strictly State level. 

What was the cost of Oregon EMIC per patient? Include in this figure the 
huge overhead at Washington, D. C. 

Oppose a Federally controlled plan. 

Physicians in Wisconsin are trying to formulate a plan handled within the 
State medical society through its members to make the old EMIC unnecessary 
in case of another emergency. 

Allow the American Academy of Pediatrics to have a hand in setting up the 
system so far as infants and children are concerned with approval before 
adoption by the AMA. 

Proposed plans for renewing EMIC should follow the techniques of the 
California Physicians’ Service (R. Truman). 

The program should be handled by private insurance companies such as 
Aetna, Blue Cross. These companies have such plans available and they can 
show the cost of a superior program to be greatly below what the Government 
spent. 

We feel that no program should be considered without the Academy of General 
Practice being adequately represented. 

Greater freedom for doctors as to care of patients. 

Set up list of qualified physicians for each county, city, ete., listing those witb 
limited practices, board members, those with hospital staff appointments, those 
who are heads of services, hospitals, etc. 

Have as competent personnel to carry out the program as we had during World 
War II in the State of Nebraska. 


Fees 

Statement rendered to patient commensurate with service. EMIC is im- 
practical and superfluous. 

Payment of fee directly by patient. 

Fees increased if possible. 

More realistic reimbursement scale. 

Same fee for certified physicians and general practitioners. 

Provide for consultation fee with certified specialties for general practice. 

A means test should be made on every applicant. Assistance could be a definite 
amount, and if patients want more expensive service they should be allowed to 
pay for it; and the physicians and hospitals should be allowed to accept it. 

Study fee schedules in relation to present day costs of living and give more at- 
tention to pediatric schedules, especially the fees for special procedures. 

If hospitalization is necessary the doctor should receive a fee every day for 
a 7-day week. Pay the doctor $3 to $5 a day for hospital care like the Blue Shield 
service plans A and B. 
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Extra fees should be allowed for laboratory service, immunizations, and anti- 
biotics (Mississippi). 

Adequate remuneration for house and office visits: House, $5; office, at least 
$3 ; innoculations, $1 each; penicillin, $2 (Rhode Island). 

Increase fees: Office, $2.50; city house call, $4 plus mileage if outside city 
limits; hospital with consultation, $4 plus $10 fee for hospitalization as a safe- 
guard (Nashville, Tenn.). 

Increase remuneration for preventive services rendered, especially. 

*ayment on fee for service basis made by patient if able. Allow fees similar 
to average local prepaid medical and hospital plan. 

Eliminate the chiselers. 

Extra pay for difficult labor or operative case. To prevent abuse of this in- 
creased compensation, require that the participating doctor obtain written certi- 
fication from a reliable consulting physician that the case deserves extra re- 
muneration. 

Moderate elevation in the fee schedule all along the line. 

Allow patients to carry their own load. 

A flat fee should be established which will be the same for all obstetricians 
who by training are qualified, regardless of board certification. The fees should 
be adequate for underprivileged patients, but elastic for those able to pay more 
than minimums. 

Fee schedule for general practitioners should be same as specialists’ fees for 
similar work satisfactorily done. Higher fees might be allowed specialists for 
complicated or operative eases, the type ordinarily requiring consultation. 

Less red tape and for our vicinity a higher fee. 

Fees should be commensurate with services rendered: For hospital cases like 
meningitis, for consultations, for night calls, for emergencies. 

More adequate fees for the general practitioner and fair distribution of the 
work. 

Reporting procedures 

Less paper work. 

Correct handling of accounts. 

Yearly authorization (one) for doctor’s services would reduce clerical work. 

Cut down some of the duplicate reports. 

Provide for more rapid payment of accounts. 

Reduce volume of reports, simplify them. Require one certification of patient 
to doctor and a single report at the end of the treatment. 

Send the forms to the doctor directly (instead of requiring patient to secure 
one before each visit from the local authority). 

Process business more efficiently through State offices to avoid delays in pay- 
ment. 

Have patient or parent fill out visits form with doctor’s countersignature 
only. 

Forms should be simplified to cover only essential information and should 
otherwise include only those deviations necessary to avoid delay and additional 
corerspondence. 

Make it as simple as possible. 

Medical care 

Limit care of infants to 1 year. 

Arrange a payment for monthly examinations of the baby. (In Bangor, Maine, 
no well-baby care was included in EMIC plan.) 

Assay the needs for medical care for the families of members of the Armed 
Forces. 

I do not think that Government should be expected to provide more than 
adequate care, and I doubt if it can afford excellent care. 

In the future improve the quality, reduce the quantity of visits if necessary. 
Certain borderline families under such a plan will gladly accept free care from 
a physician for which they expect to pay nothing but will demand and pay for 
services if sickness appears. We should perhaps reduce the field of coverage 
in these cases and be more specific about who is eligible for service. 

EMIC in Massachusetts should have included immunizations and health 
examinations, 

Provide well-baby care and immunization in private offices (North Carolina). 

As a member of World War I, I can definitely appreciate the necessity of 
having some Federal aid to the dependents of members of the Armed Forces 
Whether this be socialized medicine or not is not of consequence, provided 
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dependents of members of the Armed Forces get adequate medical, surgical, 
obstetrical, pediatric, and dental care. 

During an emergency most of the well-baby care could have been done more 
economically by providing well-baby conferences to do periodic health examina- 
tions and immunizations rather than do it on the individual basis in the office. 
For the sick child the patient could be allowed choice of physician who would 
then give more time to such a case and should receive more adequate pay for his 
work. I personally would prefer to reserve my office time for sick children in 
need of my help and for my steady and referred clientele who too often had to 
be put off to answer the less urgent needs of EMIC patrons who felt they had 
a priority claim on my time. 

Suggest that the allotment go directly to the patient and that the contract be 
between the physician and the patient. 


Physician participation 

Prepare a list of doctors for EMIC service who are the best available. Do 
not limit them to members of specialty groups. 
Patient eligibility 

Limit strictly to Armed Forces families. 
Public information, educational value 

Complete instructions shou!d be given to the patient and physician on the first 
application regarding services available. 

Original information to the practitioner should be greatly simplified and more 
thoroughly presented. 

there is a need for more definite understanding between the local administra- 
tion and the hospitals which will result ‘in full information to individuals 
receiving treatment. 
flospital relationships 

Limit the hospitalization period. 

The patient-hospital set-up irritated the EMIC patient more than his relation- 
ship with his doctor. I feel the patient would like a choice of rooms and would 
in such a case pay an extra amount from his own pocketbook, But alteration 
to allow overcharging might be abused. 

General negative conments 

Hope it will not be revived (North Dakota). 

The Government is, in my opinion, obligated to pay members of the Armed 
Forces enough to support them and their dependents. I took care of EMIC 
eligibles, but refused any payment under any circumstances from the Govern- 
ment. I shall do the same this time if this vicious thing is revived. The EMIG 
idea is basically wrong and should not be revived. 

Do not revive EMIC; it would further decrease the quality of medical care in 
an emergency and the administrative handicaps of the plan are too great. 


FAVORABLE COMMENTS ON EMIC 
(Digest of replies from State medical associations ) 


Fees 

To the physician the program assured some payment; in many Cases payment 
was assured where no reimbursement might have been expected from migratory 
patients or those with inadequate resources outside of the Government pay 
received (Wisconsin ). 

The only abuse was the occasional physician who billed the patient for services 
in addition to the amount received through EMIC. There were many more 
physicians who rendered service and did not bill. The minor abuse was more 
than offset by service rendered without charge to the patient or the Government 
(Wisconsin ). 

Very little abuse of EMIC (New Mexico). 

The first year of operation under KMIC was not too well received. After 
that care improved and physicians were very willing to accept cases and treated 
them in practically the same ways as private cases not under the plan, After the 
first year physicians (including board men) volunteered that on an average they 
were better paid per case than they would have been from the same patients if 
not cared for under EMIC (New Mexico). 
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Reporting procedures 

Some physicians objected to the length of the form, but in the opinion of those 
who understand records, the form as executed in Connecticut contained the 
minimum amount of red tape (Connecticut). 

Though physicians repeatedly contended that there was too much red tape, our 
methods of reporting and payment were much simpler than the average voluntary 
insurance procedures. With the many insurance plans now in effect, I believe 
that physicians would now have a more sympathetic understanding of the State’s 
procedures in administering the EMIC program (Indiana). 

The requirements of the program encouraged hospitals to keep better records 
and in many cases this led to a reevaluation of the individual hospital record 
system, with improvements made (Wisconsin). 
iedical care 

Most of the dental and oral surgery problems were handled by the dental clinics 
neach respective community (Connecticut). 

Often the patient got much better care during delivery than she would under 
ordinary civilian conditions. She also received more and better prenatal care 
(Connecticut). 

More routine immunizations in early infancy (Delaware). 

There is no question that the patients benefited. They received prenatal 
care early; 99 percent Were hospitalized, consultant services were available 
and the mortality for mothers and infants was only one-third of the maternal 
and infant mortality for the State as a whole (Indiana). 

EMIC provided early and more complete prenatal care. Hospital and con- 
sultant services for all, social services and public health nurse follow-up, and a 
boost to the morale of the man in service. A low morbidity and mortality rate 
in this group was readily demonstrable. The administrative costs were rela- 
tively low, 3% percent in Indiana (Indiana). 

Due to the principles of the medical profession the patient participating in 
the EMIC plan received identical care as did private patients so there could be 
no patient dissatisfaction on the basis of service received (Wisconsin). 

Services of immunization and periodic health examinations, not a part of the 
Wisconsin program, were rendered and rendered well through regular public- 
health and private-practice channels (Wisconsin). 

The program encouraged proper prenatal and postpartum care which might 
have been neglected by some patients had the program not existed (Wisconsin). 

The majority of cases received better care under the plan than the same cases 
would otherwise have received (New Mexico). 

It eliminated a great many midwife deliveries (New Mexico). 

There was very little complaint about the care of infants under 1 year for 
sickness of a more serious nature (New Mexico). 

Better obstetrical care than the same group would have received under private 
care, especially in our many rural areas. In general I felt it was a very satis- 
factory type of care for both mother and infant (New Mexico) 

The program was of benefit to the migrant patient who had no legal residence 
and through participation in the program could establish a connection with a 
physician of reeognized ability in the strange city where she resided at the 
time of her pregnancy and delivery (Wisconsin). 

The plan was generally acceptable to the patient, physican, and the hospital 

New Mexico). 
Health education and public information 

Established through educational techniques proper requirements for good 
obstetrical and infant care and revealed the benefits of such care (Louisiana), 

Valuable program in regard to health education (New Mexico). 

Girls having first baby under EMIC (especially among Spanish-American 
families) have continued to go to the doctors and to the hospital for subsequent 
care (New Mexico). 


Hospital relationships 


Apparently the hospitals were reimbursed according to their own costs and 
their relationship with the plan was satisfactory (Connecticut). 

Hospitals received the greatest benefits under EMIC (New Jersey). 

Generally speaking, hospitals derived benefit from the program as they received 
payments on the basis of actual cost of care (Wisconsin) 
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ABUSES OF EMIC PLAN 


Administration 


In the administration of the EMIC program the United States Children’s 
Bureau departed from its usual policy and assumed rather a dictatorial atti- 
tude in setting up regulations. Though justified in part by the need for uniform 
plans and equable expenditure of funds throughout the 48 States and Terri- 
teries, too little was left to the administrative judgment of the State director 
of the program and the committee on maternal and child health of the State 
medical association who served in an advisory capacity (Indiana). 

Under EMIC the Children’s Bureau established itself as dictator over the 
various State health departments by enforcing arbitrary, inelastic, and in some 
instances, unreasonable regulations. In the standardized program written in 
the Office of the Children’s Bureau the States have been told what they can 
have and bow it shall be administered (Ohio). 

Under EMIC the States were asked to expand their programs to include other 
than “emergency maternity and infant care,” as specified in the congressienal 
act (Ohio). 

Fees 

We had to watch constanly to guard against attempted extra charge by some 
physicians (New Mexico). 

Some physicians either unwittingly or by intent tried to collect a fee from 
the patient in excess of the amount he agreed to accept as full payment as a 
participant in the program. Naturally this led to complaints on the part of the 
patients (Wisconsin). 

A few doctors increased and collected their fees in addition to what the plan 
paid (New Hampshire). 

Medical care 

There were a few unnecessary caesarians without adequate consultation (New 
Mexico). 

Some physicians were not willing to participate and this resulted in referral 
to other doctors who would. The patient felt her choice of physician had been 
denied her (Wisconsin). 


Hospital relations 


Some patients wished private-room accommodations in hospitals and were 
prepared to supplement the Government allotment to secure the accommodation 
desired. Regulations prevented this, and patients complained (Wisconsin). 


SHORTCOMINGS OF EMIC 
Administration 

No uniformity in various States (Delaware). 

The program required administration by professionally trained people in 
public health who should have been using their professional talents in the many 
phases of public-health work needed during this wartime rather than spending 
their time and talents in administrative work necessitated by the program 
( Wisconsin). 

The program was conducted without specific legislation and depended upon 
appropriations through the Children’s Bureau. This meant that the services haa 
to be geared to each appropriation with constant changes in regulations (Wis- 
consin). 

The physician as a professional person rendering professional services was 
required to verify rank to establish qualifications for participation in the pro- 


gram. Such initial work should have been the responsibility of a governmental. 


agency, not the physician (Wisconsin). 

While there were isolated cases of excessive demands for service, generally 
speaking the program met with satisfaction among the patients served. If they 
were opposed to the basic philosophy of the program they did not participate. 

Generally speaking we can state that the majority of the State’s physicians 
participating in this program objected to the basic philosophy behind it, felt 
that it should have applied a reasonable means test to establish qualifications 
for participation, and was inflexible to a point which prevented in many cases 
the best possible medical service being rendered to patients without violation 
of the regulations. While the care rendered was left entirely to the medical 
doctor, he was inadequately reimbursed in many cases (Wisconsin). 
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At first doctors complained and tried to urge those able to pay to accept care 
as private patients without applying under EMIC. Later this was not a factor. 
Young wives separated from husbands became very quickly willing and able to 
conform to plans that saved them money even if this was not absolutely necessary 
Those of limited means jumped at the chance to take whatever they could get 
(New Mexico). 

The recipient may have to accept substandard services in order to get any of 
the benefits intended by the Congress. For example, she has to take accommoda 
tions which the hospital can afford to offer her for the stipulated per diem cost 
rate—for the most part ward accommodations. For example, she has to secure 
medical services from a physician willing to participate in the program but who 
inuy not be the best qualified physician in the conimunity or the physician of 
first choice (Ohio) 


Fees 

In some localities patients were sometimes embarrassed by the reluctance of 
some of the physicians to participate under the definitive regulations. The 
specialists in larger cities, especially, objected to inadequate compensation 
(Indiana). 

There was lack of sympathy and understanding among physicians and hos 
pitals of some of the limitations and fees and the reporting requirements. De 
tailed regulations from Federal level were considerably responsible. Fees for 
Visits in obstetric complications and for care of infants were arbitrarily limited 
and the limitations appeared to be illogical to most practitioners. Reimburse- 
ments were adequate but often misunderstood and frequent explanations were 
necessary. Per diem rates for hospital care were generally adequate for general 
care, but there was not enough administrative leeway in providing for the cost 
of care of serious complications (Indiana ). 

All case summaries submitted for payment required a statement of treatment 
Supplemental care on pediatric cases and for intercurrent nonobstetric compli 
cations had to be requested at time of need. Delay on the part of the doctor 


caused difficulties in clearing hospital payments, The paper work was excessive 


ynd involved such rigid procedures that many physicians did not fi'l out the 
forms properly, or failed to send in statements for services rendered and conse 
quently were not paid (Wisconsin ) 

The uniform payment was unrealistic In small communities the fee finally 
allowed in Wisconsin was uot only ii equate, but generous for the general prac- 
titioner. In urban communities the fee was too low Phere was no relationship 
established with local fees (Wisconsin). 

Fees for ambulance and nursing services were generally adequate and accept 
able. Per diem rates for hospital care were generally adequate for general care, 


but there was not enough administrative leeway in providing for the cost of care 
of serious complications (Indiana ). 

Specialists rated inordinately higher fees than competent general practitioners 
(South Dakota). 

Surgery was not adequately compensated (Seuth Dakota) 

No proper supplementary payment was made for complicated deliveries (Wis 
consin). 

Initially the plan was unrealistic in restricting special payments to board 

unbers. Later the program used normal channels, but only as emergency 
care unless the service Was rendered by board members ( Wisconsin } 

Financial reimbursement to the physician and hospital was adequate for 
normal cases in rural areas, inadequate for normal cases in urban areas, and 
for complicated cases, rural or urban ( Louisiana). 

The serviceman’s wife cannot obtain better hospital accommodations for herself 
or infant, even if she is able and willing to pay the difference between the ward 
rate allowed by the Children’s Bureau and the customary hospital charge for 
better accommodations (Ohio). 

After the first year of EMIC operation in New Mexico few complaints were 
heard except where complications were encountered Also, the physician dis 
liked being unable to secure additional fees for these procedures (New Mexico) 

Patients should have been screened because many worked or had independent 
incomes, while others carried insurance and collected twice on medical and 
hospital expense (New Hampshire) 


n cases where an operative delivery was involved and a specialist was called, 
the physician was paid only for prenatal services The specialist collected his 
fee but the physician received nothing for all his time and efforts spent caring 
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for the patient during the difficult labor. Had there been some remuneration 
for his effiorts, in some instances consultation would have been Called sooner, 
thus reducing the hazard for the mothers (Connecticut). 

In some instances the family could well afford to supplement the fee but were 
not allowed to do so (Connecticut). 

Reporting procedures 

EMIC forms were changed constantly and created confusion (Delaware). 

There was difficulty both to the patient and the physician in the transfer of 
records of the migratory patient. Without these records the physician was 
confronted with situations which gave promise of difficulty without adequate 
knowledge of medical findings by the first physician consulted (Wisconsin). 

Physician had to do a lot of detective work in establishing eligibility, getting 
proper serial number, ete. (Wisconsin). 

Usual objection of doctors to red tape (New Mexico). 

The usual difficulty in getting bona fide reports (New Mexico). 

There was delay in getting reports from doctors which had to be checked before 
payment could be made. Procedures that didn’t conform throughout the State 
necessitated sending for revisions and hence more delay (New Mexico). 

Largely the failure of doctors to cooperate on handling their paper work 
efficiently made red tape cumbersome at times. However, there wasn’t as much 
red tape as in most Government procedures (New Mexico). 

Physician participation 

Mr. Ewing or someone in a similar position collected figures in this State and 
found that almost all of the specialists as well as a high percent of family 
physicians participated in the EMIC. These facts were then used as an argu- 
ment that the plan had complete sanction by the medical profession. This was 
far from the truth because participation was often motivated by patriotism rather 
than approval of the plan (Connecticut). 

Medical care 

Full medical care was often not given because of low fees and overburdened 
private practices (Louisiana). 

Encouraged prosocialistic convictions because private doctors denied full serv- 
ice under the plan and increased their incomes as a result of the plan (Loui- 
siana). 

In New Mexico osteopaths by law had to be included on an absolute par with 
physicians (New Mexico). 

No compensation was allowed even outside the plan for nonobstetrical illnesses 
during prenatal and postnatal periods (New Hampshire). 

To physicians in urbanized areas or in areas immediately adjacent to large 
camp sites the program was difficult and not satisfying (Wisconsin). 

Authorization for immunization was seldom requested and we did not provide 
for periedic health examinations on a fee basis since the fee schedule set up by 
the Federal agency did not seem satisfactory to the medical advisory committee 
(Indiana). 

Hospital relationships 

In some instances the hospitals would have preferred patients who had in- 
surance policies to have used them (Wisconsin). 

The serviceman’s wife is in most instances unable to obtain the best of hospital 
accommodations (ward, semiprivate rooms usually provided EMIC patients) 
(Ohio). 

There was difficulty in getting accurate cost accounting from hospitals to 
serve as basis for payments for per diem rates for care (New Mexico). 

General comments 

Many of the patients, their families, and all of the doctors didn’t like it 

(New Hampshire). 


RECOMMENDATIONS FOR IMPROVING EMIC 


Administration 


EMIC was boycotted by many Louisiana doctors. It was inadequate, it should 
have defined the proper relationship between rural and urban practices, and es- 
tablished fee schedules for general practitioners and specialists accordingly 
(Louisiana). 
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That the Council of the Connecticut State Medical Society be empowered to 
appoint an advisory committee of obstetricians and other suitable individuals to 
cooperate in formulating EMIC program (Connecticut). 

If EMIC is revived it would seem wise to allow each state or area to either 
have more local authority or else to be able to give and have followed advice 
regarding local conditions. Local customs as to practice should be taken into 
eonsideration rather than to attempt to force an arbitrary program on the en- 
tire country. Also a better scheme should be worked out as to how dependents 
of servicemen who are residents in one State may receive care in another 
(Minnesota). 

Allocate Federal money in a lump sum to the States, permitting States to work 
out a program best suited to the particular State. Policies adopted in Washing 
ton should be very general in scope (Ohio). 

One physician did not like the double-fee schedule. He thought that the fairer 
way would be to have just one fee schedule. If an individual wanted to have a 
specialist, the person should pay the difference. He likened it to insurance that 
was for ward or semiprivate hospital rooms. If the individual wants better 
accommodations for medical care, he should be willing to pay the difference 
(Vermont). 

If EMIC were again adopted and administered by the FSA, division of Publie 
Assistance, and State department of welfare there would be accompanying 
weaknesses: Need for professional knowlecge of medical and hospital affairs 
and the use of professional judgment in medical matters on the administrative 
level would remain unsolved. Welfare and assistance divisions do administer 
medical care and hospital programs but these are set up at the county level and 
lack uniform policiese which would tend toward inequalities for methods of 
payment and expenditures in the counties of the State and the States of the 
Nation. However, State-wide or Nation-wide policies would disrupt the existing 
programs of assistance and welfare which are operating fairly well with pro- 
grams of assistance to the aged, the blind, and dependent children (Indiana). 

If administrators understood the method of payment at a reimbursable-cost 
rate, the hospitals were for the most part satisfied. Unusual expenses incurred 
in the care of a complicated cgse were not always met. However, broader ad- 
ministrative authority in the hands of the State director could have safe- 
guarded against dissatisfaction (Indiana). 

The method of establishing a reimbursable cost rate with hospitals should be 
revived with a view to permitting inclusion in the operating cost statement of 
certain items not previously allowed such as interest, major imp:ovements, and 
other items which the hospitals will be certain to request (Indiana). 

EMIC was apparently based on two hypotheses fer which there was no 
evidence in Wisconsin: 

(1) That there were a large group of wives of servicemen, without legal 
status, who would be deprived of good obstetrical and pediatric care for 
themselves and their children without EMIC, 

(2) That the financial resources of the group covered were such that 
it was necessary to refuse the physicians the right to determine their own 
charges 

Any projected Nation-wide program should be in keeping with resources and 
needs on a local, State, or regional level, and the benefits offered should express 
the needs of the individuals to be served (Wisconsin). 

Make professionally trained personnel less responsible for administrative de 
tails (Wisconsin). 

Where facilities in Army camps exist to care for wives of servicemen, do not 
permit use of medical facilities and payment of tax funds to hospitals and 
physicians in adjacent area. But do not permit use of service facilities unless 
the patient is properly certified and without resources to secure private care 
(Wiseonsin). 

We believe it was the intent of the Congress that the funds should be used 
only for emergency obstetrical services, not for general surgical and medical 


services unrelated to pregnancy. * * * We believe probably all of the criti- 
cisms we have enumerated could be met if the Congress would place the emer- 
gency maternity and infant-care program on a cash-allotment basis. * * * 


“We are very enthusiastic about the cash grant plan. We can see no reason 
why the group on general relief should not receive cash when assistance to all 
other groups is issued in cash. We have found that people do good bargaining 
and buy needed things for their homes and personal use. A man regains a little 
self-confidence when he can have his check cashed and handle his own money 
like anyone else” (Ohio). 
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Widespread publicity for public as well as profession at very onset of plan; 
avoid changes in plan if possible after it is in operation (New Mexico). 

The plan should be uniform throughout the country in all matters of pro- 
cedure except that payment to hospitals and in some instances to physicians 
will have to vary locally (New Mexico). 

State medical society should endorse the plan completely after it has reviewed 
a detailed report on the actual experience during World War II. Statistics 
on its previous operation should be sufficient to gain cooperation again if the 
need for another plan becomes widespread enough (New Mexico). 

Fees 

Higher maximums should be permitted for consultant services, surgery, and 
anesthesia and the director of the program with the help of the medical advisory 
committee should have broader powers to apply administrative judgment in 
reviewing cases and determining fees (Indiana). 

In New Jersey no remuneration was adequate, and for this reason physicians 
there consider it should not be reinstated (New Jersey). 

Allow physician to charge extra fees that are not provided by EMIC subject 
to correction by an impartial board on which a local physician is represented 
(South Dakota). 

The requirement that no charge could be made to the family in addition to that 
authorized by the State was entirely justified. Permitting the physician to 
inake additional charges for authorized care has the same inherent weakness that 
occurs in many insurance plans. It would allow for inequality in payments re- 
ceived by physicians, it would not assure the recipient care as authorized, it 
would be an inducement to abuse the plan. These problems are constantly aris- 
ing in the program of public assistance now administered by the State depart- 
ment of public welfare for the care of the aged, blind, and dependent children. 
The medical profession would be very unwise to hold out for a plan of additional 
payment to either the hospital or the physician if an EMIC plan is reestablished 
(Indiana). 

lees for visits for the care of obstetric complications and pediatric care should 
be simplified. <A single fee for office, home, or hospital visits should be estab- 
lished, and this fee should be payable for not more than one visit per day for as 
long as this care is necessary. This method might require some policing on the 
part of the medical advisory committee, but it would be simple, understandable, 
and explainable (Indiana). 

Fees should have a realistic relation to accepted local fees (Wisconsin). 

If patient wishes extra hospital or medical services, allow him to pay without 
concellation of benefits. To avoid duress in the few cases of exploitation which 
might conceivably exist, provide that all cases of extra-fee charges be reviewed 
by the proper medical authority (Wisconsin). 

Adjust doctors’ fees to conform with the present higher level of the cost of liv- 
ing (New Mexico). 

Patients should be charged for nonobstetrical illnesses (New Hampshire). 

There should be adequate pay for complications and operations (New Hamp- 
shire). 

Reporting procedures 

Uniform, simple forms like Blue Cross. 

Simplify formal paper work for all concerned ; deny participation to physicians 
who do not make a bona fide attempt to cooperate (New Mexico). 

Medical care 

Periodic health examinations should receive additional compensation, and 
procedures for routine immunizations should be included (Delaware). 

A dental program should not be made a part of any EMIC plan. Practically 
100 percent of eligible recipients would require some dental service and these 
services would be extremely difficult to administer and very costly. Any dental 
service should be limited to absolutely essential oral surgery provided as a 
consultant service, just as general surgery, and it should be authorized only after 
review and approval by a medical and dental advisory committee. Since this 
would be an emergency and temporary program, routine dental care should 
aot be a part of the plan (Indiana). 

We provided no dental care under EMIC however, there are many obstetrical 
cases that require and should certainly have essential dental care (New Mex- 
ico). 

Include dental work if essential and on recommendation of obstetrician in 
charge of case (New Mexico). 
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Physician participation 

Proper payment for consultation not restricted to board membership but 
rather on the basis of recognition for service in the community (Wisconsin). 
Patient eligibility 

Exclude patients who have adequate resources outside of their husband’s Gov- 
ernment pay; do not allow them to participate in EMIC (Wisconsin). 

We don't want the plan, but if it were revived it should be limited to only the 
low-paid soldiers. They or their families should be allowed to pay any difference 
between the plan allowance and the doctor’s regular fees (New Hampshire). 
Hospital relationships 

The requirements in the preparation of the cost statement by hospitals should 
be reviewed and altered to the satisfaction of the American Hospital Associa- 
tion and the component State associations (Indiana). 

Inspect hospitals which are to participate in EMIC services very carefully 
before giving approval (New Mexico). 

Costs which were the basis of payment to hospitals should have been deter- 
mined by a less complicated method (New Mexico). 


General comment—neguative 


I doubt that physicians of Alabuma would want it revived. They had had 
ibout enough when it was terminated (Alabama). 





AMERICAN MEDICAL ASSOCIATION, 
COUNCIL ON MEDICAL SERVICE, 
Chicago, Ill., April 20, 1951. 
To: State Medical Association Executives. 
From: Council on Medical Service. 
Subject : EMIC questionnaire. 

The council's committee on maternal and child care is most appreciative of 
your cooperation in reply to the EMIC questionnaire. The information obtained 
from these questionnaires has been helpful to the committee, and we believe 
the enclosed summary will be of ‘interest to you. Actually, this is a tentative 
summary of the replies received to date and represents approximately 30 pages 
of tabulated data. The final report or summary will not be made until most of 
the State associations have replied. 

Enclosed also is a brief committee statement entitled, “The Wives and Families 
of Our Servicemen.” We thought perhaps you would be interested in the seven 
conclusions noted in the statement. 

And now, hold on to your hat. The third enclosure is another brief question- 
naire. We dislike overdoing this questionnaire business but need your help 
in answering the questions of “demand” and “need,” The committee believes that 
these two questions are basic and has given serious consideration to the possibility 
of sponsoring on-the-spot studies or surveys in areas where medical associations 
report a serious problem exists. 

If we can again have your cooperation, we shall indeed appreciate it. 

GeoRGE W. CooLrey, Assistant Secretary. 


MEDICAL CARP FOR DEPENDENTS OF SERVICEMEN 


Please answer and return to: W. L. Crawford, M. D., chairman, committee on 
maternal and child care, Council on Medical Service, 5385 North Dearborn Street, 
Chicago, I. 

In your opinion is there a need in your State for a special maternal and child 
care program for dependents of servicemen similar to the E. M. I. C. program of 
World War II? 


Yes —— No —— 


If the answer is “Yes,” please indicate briefly why and where such need exists. 
Has there been a deman@ in your State for the development of a special mater- 
nal and child welfare program for dependents of servicemen? 


Yes —— No 
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If so, by what groups? 
Submitted by: 
NR i a i ih ae oh cc neid rte epilepsies teh cle Beaded Ween eee: 
Association 
CouNCIL ON MEpIcaL Service, April 20, 1951. 
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E. M. I. C. QUESTIONNAIRE ON NEED 
(For committee discussion only) 


As a follow-up to the questionnaire designed to obtain general information 
concerning the operation of the E. M. I. C. program during World War II, the 
committee decided to ask the State Medical associations if they had received any 
indication that such a program was needed or in demand at the present time. 
There were 31 replies received from the 48 States of which 29 indicated that 
there was neither a need nor a demand in their States so far as they knew. Two 
State medical associations indicated some evidence of need. These are New York 
and Rhode Island. This information substantiated the opinions of the various 
national organizations * with which the committee met both prior to and following 
the mailing of the questionnaire. 

The committee held three meetings with representatives of national agencies, 
one each in March, September, and December of 1951 in order to keep up to date 
in regard to any possible need or demand for the reactivation of such a program. 
At no time did any of the national agencies indicate that the situation had 
changed. 

Following are the only excerpts that indicated any need or demand whatsoever : 


INDIANA 


Veed.—No, “If the war effort is greatly extended, no one can accurately an- 
ticipate the needs. In this State there is not evidence of the need for a broad 
program ‘similar to the EMIC program.’ The number of servicemen with 
family dependents has not approached that of World War II. There are a 
limited number of cases where assistance is indicated, but for the present these 
seem to be handled satisfactorily by existing military hospital facilities. Any 
cases not so handled could be taken care of by an increase in funds for expan- 
sion of the existing maternal and child health services in the Indiana State Board 
of Health under plan; approved by the State medical association. 

“Services at military installations are sometimes not always well staffed or 
equipped, but so far, staff hospital at Camp Atterbury and station hospital at 
Fort Benjamin Harrison have been taking care of the greater part of the needs. 
The State board of health supplements this service by previding for hospital 
care of premature infants at Indiana University Medical Center and by pro- 
viding nurse follow-up care of prenatal and postpartum pat ents and infants in 
the home.” 

Demand.—Yes. “Requests from station hospital, Camp Atterbury, for ftollow- 
up nursing Care in the home and special hospital care for premature infants. 
Other requests have, for the most part, come from physicians, and these have 
been few in number, and from specific areas: The Lake County area, Fort Wayne, 
Evansville, and Indianapolis. 

“We do have an occasional call or letter from the wife or family of a service- 
man but social agencies, such as county departments of public welfare and Red 
Cross chapters have been previously informed that no E. M. 1. C. services have 
been provided and we cannot know whether requests to them have been frequent.” 
(Chairman, Committee on Maternal and Child Health.) 


KENTUCKY 

Ne ft d. No. 

Demand.—No. “While there has been no demand generally for maternal 
assistance, I understand that Louisville may be a hittle better situated than 
some of the other communities in Kentucky. It has become generally known 
to the wives of servicemen that they can be delivered at Fort Knox at a nominal 


———— 


1American Academy of Pediatrics, American Hospital Association, Catholic Hospital 
Association, American Protestant Hospital Association, Association of State and Territorial 
Health Officers, American Legion, American Committee on Maternal Welfare. 
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cost ($1.75) per day. I understand that there are approximately 100 deliveries 
a month at Fort Knox. This Army center is 30 miles from Louisville and there 
is a transportation problem. However, arrangements have been made to keep 
patients a short time before delivery.” (Chairman, Obstetrical Advisory Com- 
mittee.) 


NEW YORK 


Need.—Yes. “Need exists in the lower four categories of the servicemen. 
These patients are unable to pay otherwise. (Professor in obstetrics, State Uni- 
versity of New York and chairman Committee on Maternal Welfare. ) 

Demand.—No. 


RHODE ISLAND 


Need.—Yes. “At the Providence Lying-in Hospital there are between three and 
five applications per month. These are referred to Quonset and usually that 
solves the problem. These requests have been coming in for at least a year. In 
the other hospitals the average is about one a month, but they all feel that there 
has been a slight increase in the demand for this type of care. If the services 
keep on expanding, there definitely will be a need for this type of care, and I 
helieve the program should be set up now so that it can work efficiently when 
the need arises.” 

Demand.—No. (State committee.) 


WISCONSIN 


Need.—No. “Doctor Hunter, who administered the program under the State 
Board of Health indicates that there has been no great demand for service. We 
have one large concentration of military personnel in the State now, at Camp 
McCoy. The pregnant wives have been served at the post hospital, and the 
medical personnel has maintained a clinic for prenatal care. The only problem 
is that of transportation to and from the clinic. Until such time as the military 
program expands to a point where the post hospital cannot care for wives of 
servicemen there will be no need for a general program. However, it will be 
well to prepare a program to meet an anticipated need, should that need arise. 
Just sitting back and resting on the oars*bdecause there is no present need will 
result in an ‘emergency program’ with all the evils of World War Il.” (Assistant 
secretary, State society.) 

Demand.—No. “Only a few scattered inquiries. No significant demand, for 
reasons explained above.” 

TEXAS 


Need.—No. “If in the future it seems to be desirable to reactivate the program 
for maternal and child care, it should be carried out along with the lines of the 
recommendations of the Committee on Maternal and Child Care, dated April 15, 
1951. Any future program should allow patients free choice of physicians and 
hospital, and allow them to choose the type of facilities and care they desire 
with the privilege of making additional payments from their own funds for 
additional services.” 

Demand.—No. (Chairman, State committee.) 


[From Report of the Council on Medical Service to the House of Delegates, Journal of 
the American Medical Association, June 30, 1951, pp. 844-845] 


The Committee on Maternal and Child Care has been concerned primarily 
With liaison with interested groups and the medical problems of dependents of 
servicemen. 

Two members of the committee, Drs. W. L. Crawford and Donald A. Dukelow, 
were among the American Medical Association representatives attending the 
Midcentury White House Conference on Children and Youth held in Washing- 
ton, D. C., December 3 to 7, 1950. During the White House conferénce contact 
was made with Miss Katharine Lenroot, Director of the Children’s Bureau of 
the Federal Security Agency. One of the conversations had to do with the 
present military situation and the possible medical care problems of the wives 
and families of servicemen. It was evident that some thinking was in process 
as to the necessity for looking forward to a reactivation of some plan similar to 
the emergency maternity and infant care program of World War II. It seemed 
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evident, too, that the Children’s Bureau would seek the advice and cooperation 
of the American Medical Association in any discussions on this matter. 

With this in mind the Committee on Maternal and Child Care developed a 
short questionnaire which it sent to all State medical associations and approxi- 
mately 400 physicians, including general practitioners, obstetricians and pedi- 
atricians. The purpose of the questionnaire was to learn how the State associa- 
tions felt concerning the operation of emergency maternity and infant care, and 
to get the reactions of physicians who had worked under the program. The 
survey was not intended to be exhaustive but merely to assist the Committee 
if and when it was called on to participate in discussions on the reactivation 
of emergency maternity and infant care, and in this the survey has been most 
helpful. 

An informal meeting of the committee chairman and association staff mem- 
bers with representatives of the Children’s Bureau was held in Chicago on 
February 23. At that time a meeting of the full committee with representatives 
of the Children’s Bureau was arranged for March 10 in Chicago. 

In order to prepare for the conference with the Children’s Bureau representa- 
tives, the full committee met in Chicago on Friday, March 9, to review the re 
sponses to the questionnaire. The following day, March 10, those present at 
the meeting with representatives of the Children’s Bureau were: the committee 
members, Drs. Crawford, Truman, Mengert, Mulholland and Dukelow; guests 
invited by the committee, Drs. E. H. Christopherson, Clarence H. Webb and 
Philip S. Barba, members of the American Academy of Pediatrics, Dr. Philip F. 
Williams of the American Academy of Obstetrics and Gynecology and Dr. Gar- 
land D. Murphy Jr., a member of the American Legion Child Welfare Committee ; 
staff members, Dr. George F. Lull, Mr. Thomas A. Hendricks and Mr. George W. 
Cooley. 

Although no formal actions were taken at either of these meetings, nor was 
any representative asked to commit himself or his organization, the committee 
believes that from a preliminary point of view it Seems reasonable to draw the 
following conclusions: 

1. No widespread emergency exists at this time which warrants setting up a 
special maternal and infant care program for wives and dependents of service- 
men, 

2. Requests or pressures for a Nation-wide reenactment of such a program are 
few and far between and are usually based on individual instances arising near 
military installations where the influx of servicemen and families has resulted 
in abnormal conditions. Special consideration and planning will need to be 
given to these particular areas. 

3. Where need occurs away from military posts, help for the individual needy 
ease can usually be obtained through one or more of the numerous existing 
sources of aid, such as the Army, Navy and Air Force Relief Funds and the 
American Red Cross. The medical society should not be omitted as a source 
of assistance in the form of medical service, nor should the fact be ignored that 
many voluntary medical and hospital service plans are continuing to cover the 
fam lies of servicemen on a special basis or as a continuation of benefits by 
employers. 

4. Despite the fact that there is little indication of urgency in this matter, the 
unpleasant experiences with the emergency maternity and infant care program 
in World War II certainly indicate the value of planning ahead should a similar 
emergency occur. 

>. It is evident from the replies to the questionnaire that the former emergency 
maternity and infant care program, while reasonably satisfactory in some areas 
and in some aspects, left much to be desired from the point of view of the veterans 
as well as the medical profession. 

6. Any planning that is done should include consideration of the possibility 
of utilizing the voluntary health insurance plans and the State medical associa 
tion agencies handling Home Town Veterans Medical Care programs, 

7. Any planning that is done should not be hastily assembled but should de 
velop oniy as a result of serious consideration on the part of hospital authorities, 
State and Federal public health administrators, veterans representatives and the 
State medical associations representing the physicians who supply the medical 
service. 

On the invitation of the Children’s Bureau, the committee chairman and sec 
retary attended a conference held in Washington, D. C., April 4. Attending this 
meeting were representatives of the Advisory Committee for the Children’s 
Bureau, the Blue Cross, American Academy of Pediatrics, Association of State 
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and Territorial Health Officers, American Academy of Obstetrics and Gynecology, 
American Public Health Association, Catholic Hospital Association, Protestant 
Hospital Association, and American Medical Association. 

All discussions were informal and in no way committed the agencies repre- 
sented to any statement or policy. It was generally accepted that no emergency 
regarding the dependents of servicemen exists at the present time, and, there- 
fore, all of the discussions were of an exploratory nature. In other words, the 
group was merely thinking out loud as to the problems that would need to be 
considered if at some future date Congress believed there was an emergency 
in this matter and decided to consider legislation. It was generally agreed that 
any program that was put into effect should come as a result of legislation and 
not as a result of administrative action such as occurred during World War II. 
his, of course, would give all organizations an opportunity to be heard on the 
subject rather than wake up some morning to find a going operation established 
by administrative edict. Certainly discussion at this conference in no way 
altered the conclusions noted previously. In fact, if anything, it strengthened 
them. 

The council would like to point out that three organizations have requested 
the reactivation of some sort of a medical care program for the wives and chil- 
dren of servicemen, Mr. Walter Reuther has expressed the UAW-CIO desires 
through a letter addressed to Senator Lehman, a member of the Senate Labor 
and Public Welfare Subcommittee on Health. The American Legion passed a 
resolution at its national convention in October of 1950 urging the “establishment 
of an emergency maternity and infant care program similar to that operated 
during World War II, with due consideration given to correcting any inequities 
which the experience developed during World War II may have revealed.” The 
Minnesota State Legislature has expressed its desires by mMemorializing Congress 
to enact such a program. 

The committee intends to follow developments on this matter. Particular 
attention will be given to a need for such a drastic step and, if necessary, it will 
conduct one or more studies in specific problem areas for the purpose of deter- 
mining the extent of such need. The committee has also before it a suggested 
study program covering both maternal care and child care. 


{From Report of Council on Medical Service to House of Delegates, Journal of the 
American Medical Association, November 24, 1951, p. 1280 


MATERNAL AND CHILD CARE 


As reported in June, activities in the field of maternal and child care have 
centered around the proposals to revive a program similar to the emergency 
maternity and infant care program which operated during World War II. Con- 
ferences have been held with representatives of the American Academy of 
Pediatrics, American Legion, Association of State and Territorial Health Officers ; 
American Committee on Maternal Welfare, Catholic Hospital Association, Amer- 
ican Hospital Association: American Protestant Hospital Association; and 
American National Red Cross. 

In the summer of 1951 the Department of Defense estimated the Armed Forces 
strength for 1952 at 344 million men (although recent estimates put the num- 
ber at four million) of which approximately one-third will be married. Military 
personnel and facilities are expected to care for about 70,000 of the 240,000 
estimated births to wives of enlisted men. The remaining 170,000 must, then, 
be cared for in civilian hospitals and by civilian physicians. Statistically this 
presents no problem, but the fact that many wives follow their husbands to mili- 
tary camps creates a burden in these areas on both hospitals and physicians. 
being “away from home” also depletes the finances of servicemen’s wives, creat- 
ing a further problem for local welfare agencies. 

The question of the need for a special program, such as the World War II 
emergency maternity and infant care, has occupied much of the time of these 
conferences. With but one exception the groups with which the council has con- 
ferred have encountered no widespread need which would warrant the creation 
of a Federal program and have agreed that with proper planning such maternity 
cases can be cared for locally. The only indication as to the existence of a 
widespread “need” comes from a survey made at the request of the Children’s 
Bureau by the American National Red Cross for the month of March, 1951. 
Even this survey, we believe, is inconclusive and merely emphasizes the need 
for local and individual planning rather than a need for Federal intervention. 
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Other equally important questions have also been considered during these con- 
ferences. How can such need as does exist, particularly in and around the large 
encampments, be best cared for? How can local and individual planning be 
best carried on? To what extent should plans be made in the event that a full- 
scale war is encountered? What part can voluntary health insurance play in 
any program that might be developed for the dependents of servicemen? 

The answers to these and other questions are still not clear and will require 
the consideration and cooperation of all interested organizations. The council 
believes that adequate liaison has been established with interested organiza- 
tions and will continue to confer with them. For the present, however, the con- 
clusions reported to the House of Delegates in June, 1951, remain unchanged. 





MeEpDICAL CARE FOR THE FAMILY OF JOE DOAKES, INDUCTEE IN THE ARMED SERVICES 
INDUCTION 


Joe Doakes’ pay for the first 4 months is $75, plus food, clothing, housing, 
medical care, hospitalization, post exchange, commissary, and laundry privileges. 
In 1948 when the Hook Commission was preparing its recommendations for 
service pay, it estimated that the allowances other than pay were equivalent to 
$108 a month. The total pay of an enlisted man at that time was $75 for starting 
pay, plus the $108 for allowances, or a total of $183 a month. This was considered 
equivalent to the pay of beginners working in industry. The Hook Commission's 
recommendations were accepted for the first three pay grades for enlisted men. 
For the upper four grades of enlisted men’s pay 2 percent was subtracted. Other- 
wise, the armed services’ pay scale was equivalent of the pay scale in industry. 

If Joe Doakes is married and wishes to make an allotment of $40 a month to 
his wife, the armed services will give her an additional $45 for quarters allow- 
ance. Thus, his wife will at least have $85 a month sent to her so long as he 
remains in the service. After 4 months, his pay is increased to $80 a month, and 
if he is recommended by his commanding officer, he may be put in the second pay 
grade and receive $82.50 a month, and later in the third pay grade receive $95.50 
a month. 

If Joe Doakes’ wife accompanies him to the military post she may receive, 
without charge, medical and hospital care from the armed services medical de- 
partments, if personnel and facilities are available. His allotment to his wife 
and the Government allowances for quarters continues as above. 

In keeping with the common practice of hewly married couples, the wife may 
continue to work outside the home either in her home community or in the 
vicinity of the military installation, if she accompanies her husband. Her pay 
will, of course, be an addition to the above. 

There is no deduction from Joe Doakes’ pay for disability insurance, life insur- 
ance, or survivors benefit for widowers and children, If he is disabled in line 
of duty, he is cared for in the Army hospital, rehabilitated if possible, and as- 
sisted in obtaining employment. If his disability is severe enough, he will receive 
a disability allowance as long as his disability persists. He is automatically 
insured for $10,000. If death occurs in line of duty, there is an additional $60 
to $75 a month survivors benefit for his widow and children. After a stated 
length of service, he will obtain a generous retirement allowance for which there 
are no deductions from his pay. 


MATERNITY CARE 


Less than 1 in 10 of the enlisted men in the first three grades have a wife or a 
wife and one or more children. The selective service is not inducting fathers at 
present. Not all of the wives will have babies while their husbands are in the 
service ; 4.4 percent of the enlisted men in the first three pay grades have a wife 
only ; 2.6 percent in the first three grades have a wife and one child; 2.1 percent 
have a wife and two children; and 0.4 percent have a wife and three or more 
children. A total of 9.6 have a wife, or a wife and one or more children, This 
number conceivably could decrease as recalled reservists are being let out of the 
service, and the armed services continues not inducting fathers. 

Joe Doakes, one of the 9.6 percent who will be expecting to provide medical 
care for his wife and children, should make an allotment of $40 of his pay to 
his wife, and the Armed Services will give her an additional $45 for quarters 
allowance. If he has two dependents, the quarters allowance is $67.50; if he has 
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three or more dependents, the quarters allowance is $85. Thus, a serviceman’s 
wife will receive $85 a month, if she has no children; $107.50 is she has one child; 
$125 if she has more than one child. In addition to the pay allowances, if she 
accompanies her husband to the military installation, it is probable that her rent 
would be under Federal control, in an area which has felt the impact of defense, 
and might not cost any more than would her rent at home, although the reverse 
may be the case. She also can purchase food through the commissary and 
household supplies through the commissary and post exchange at fair prices and 
sometimes at definite savings. In the vicinty of the military post, the armed 
services will attempt to supply medical care and hospitalization for the families 
of enlisted men, if personnel and facilities are available. 

Should she remain in her home town, she would necessarily obtain medical 
care from private sources, If so, the pay and allowances of the armed services 
are essentially the equivalent of private industry. 

Some of the industrious inductees progress further than the first grades in 
the first 2 years of service. As Joe Doakes progresses through the ranks, he is 
more likely to have a wife and children than in the first three grades where most 
of the inductees will remain. His pay and allowances will increase accordingly. 


ADVANTAGES OF CAREER SERVIC 


Should Joe Doakes make a career of the Army, he will advance beyond the 
first three pay grades, as the armed services will not keep a man in the service 
who does not make satisfactory progress. “The professional private’ is to be 
a thing of the past in the armed services. As Joe Doakes advances through the 
higher grades, he will receive an increase in pay every 2 years up to 30 years, 
as long as he does satisfactory work. For example, pay grade 4 starts at $117.60, 
increases to $124.98 after 2 years, and in 30 years reaches $191.10. Similar 
figures for pay grade 5 are $139.65; $147, and $227.85. If at this time he has a 
family and wishes it to receive quarters allowance, he must make an allotment 
of $60 a month, and his wife will receive an additional $67.50, if she has no 
children or has one child, and S85 if she has more than one child, or a total of 
$145 a month. There is no Federal income tax on quarters and subsistence 
allowances. 

For the sixth and seventh grades, the allotment is SSO, and the quarters allow- 
ance is the same as that for the fourth and fifth grades. The pay scale, however, 
goes from $169.05 to $249.90 for the sixth; and the seventh from $198.45 to $204. 

Should Joe Doakes become disabled, the Government will make provisions 
for his medical care, rehabilitation and possibly a pension. For this “disability 
insurance” there are no deductions trom his pay. He obtains a generous retire- 
ment allowance after a stated number of years in the armed services without 
deductions from his pay. He is automatically insured for 310,000, without any 
deductions from his pay. If death occurs in line of duty, there is an addition 
of $60 to $75 a month survivors benefit for his widow and children. He would 
necessarily in civilian life have deductions from his pay for these benefits or 
would have to supply them through private insurance. 


SUMMARY 


1. The selective service is not inducting fathers. 

2. There are relatively few enlisted men in the first three grades with wives 
and children. 

3. The pay and allowances of enlisted men in the armed services are essentially 
equal to those paid by industry. 

t+. The problem of medical care for the dependents of enlisted men in the 
armed services is little different from that of men employed in industry. 


A STUDY OF THE NUMBER AND FINANCES OF WIVES AND CHILDREN OF ENLISTED MEN 
(To be used in discussing S. 2837 and S. 1245) 


PHE PERCENTAGE OF ENLISTED MEN BY GRADES WITH DEPENDENTS 


‘Table No. 1 was obtained from the Defense Department and is not Classified 
or restricted. 

Note that this estimate is based on the 1950 armed services, except the foot- 
note which gives a lower over-all dependency rate for January 30, 1952. The 
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percentage dropped from 39.8 to 35 or 4.8, which is 11.8 percent of 39.8 or 13.7 
percent of 35. Hence, the relative number with dependents was 11.8 percent 
lower in January 1952 than in 1950. Stating it another way, 13.7 percent more 
enlisted men had dependents in 1950 than in 1952. 

It is probable that the largest decrease was in the lower grades, because 
fathers are not being inducted as enlisted men. The professional career soldiers 
would be in the higher grades and more of them would be establishing homes 
than those of the younger inductees. 

Recalled reservists are being released ‘to civilian status at a steady rate. It is 
probable that they have more dependents than the inductees. Hence, further 
decline in the numbers of enlisted men with dependents can be expected. 


PAY SCHEDULE FOR ENLISTED MEN 
(Discussion of table 2) 


This table was computed from material furnished by the Defense Department, 
Office of Information. All of the pay steps are not in the table, but the figures 
are sufficient for general information and serve our purpose. If an enlisted man 
has a wife and wishes to obtain quarters allowance for her, he must make an 
allotment himself of from $40 to SSO, depending upon his grade. The military 
services will then make her a quarters allowance of from $45 to $85, depending 
upon the grade of her husband and the number of children they have. She 
receives this in addition to the #40 to $S0 allotment from her husbands’ pay. 

Table No. 2 does not show the amount the Government spends on the soldier 
for food, clothing, medical care, hospitalization and housing, all of which are 
furnished at no cost to the soldier himself. He will also have provision for 
recreation, correspondence courses in nonmilitary subjects, and some special 
services at no cost to him. Also, he can purchase food at the commissary and 
household supplies at the post exchange at very fair prices and, at times, a great 
saving. In addition, if hospital facilities and medical personnel are available, 
he can obtain medical care for his wife and children at the military installation. 

Military personnel have no deductions from their pay for retirement benetits 
for which they are eligible after a stated length of service. These retirement 
benefits are generous as compared to what a similar individual in industry 
could provide through an insurance company. Civilians do have deductions 
from their pay for retirement provisions. The soldier is also protected at no 
cost to himself with disability insurance; that is, he will receive disability pay 
if he becomes disabled in the service. 

Should H. R. 5715 puss the Senate with its 10-percent increase in pay, this 
will be across the board: that is, an increase in pay and quarters allowances. 
As of today (February 20, 1952) this bill has passed the House, and although 
hearings have been held in the Senate Committee on Armed Services, the com 
mittee has taken no further action on it. However, the sentiment of the Sen- 
ators present at the hearings would seem to be that the enlisted men at least 
will receive a 10-percent increase in pay. 

Allowances for quarters are not subject to Federal income tax. 

On January 29, 1952, at the hearing on H. R. 5715, the armed services pay raise 
bill before the Senate Committee on Armed Services,.Mr. Lawrence H. Whiting, 
a former member of the Advisory Commission (Hook Commission) on Service 
Pay, stated that the Commission had made an exhaustive study of the pay scales 
in industry, and the pay scale recommended for enlisted men in 1949 was essen- 
tially the one shown in table No. 2. This pay scale was equivalent to that 
of private industry for men making a career of industry. 

If an EMIC prograin is justified for the armed services, would there not also 
need be one for those employed in industry? The only difference is that it might 
be a little more costly on the part of an enlisted man to have his family with 
him at an Army post than in his home town in Oneonta, N. Y., where he may have 
a home or relatives. On the other hand, the areas surrounding military in- 
stallations are likely to be critical defense areas or otherwise under rent con 
trol, and the rent for quarters may be even less than in the soldier’s home town. 
Should his wife follow him to the military post, it is possible that every effort 
will be made by the medical corps there to care for his family medically. 
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PERCENTAGE OF ENLISTED MEN BY PAY GRADE 


(Discussion of table 3) 


Table No. 3 was prepared from information received from the Office of In 
formation of the Armed Services. It is not restricted information. 


NUMBER OF ENLISTED MEN WITH DEPENDENTS BY GRADE 


(Discussion of table 4) 


Table No. 4 was caleulated from table No. 1 and table No. 3. Note that this 
is a calculated grade distribution based upon the number of enlisted men in the 
services as of January 30, 1952, using the grade distribution of November 30, 
i951. The estimates of dependents are based upon the table 1 estimates for 
woo. As the Army expands with inductees in the lower grades and recalled 

vists are discharged, the number of enlisted men in the higher grades may 

ase, and consequently a relatively lower number of dependents will require 
medical care. As of today, February 20, 1952, Selective Service states that 
husbands, not fathers, are being inducted 


SERVICE DEPENDENCY ESTIMATES FOR THE FIRST THREE GRADES 
(Discussion of table 5) 


Since our major interest is with men in the first three grades where most of 
the inductees will be, these were summarized from table No. 4 in a new table 
No. 5. Note that at present there are an estimated 173,975 men with wives 
and dependent children; about half have a wife only. Not all of the wives will 
become pregnant in the 2 years the men are in the Army. Certainly, many of 
the wives and children will not follow the soldiers to the military installation 
but will remain at home where medical care will be by the local physician in 
most cases. If the status of the husband is made known to the physician caring 
for a soldier’s pregnant wife, the physicians in many instances will adjust 
their charges accordingly. In Alameda County, ‘Calif., the medical society in 
December 1946 advertised that no person need go without medical care because 
of finances and have supported this,for 5 years with free care for properly re- 
ferred cases. Santa Clara County Medical Society, California, and other county 
societies have successfully followed suit. 

In addition to the ordinary adjustments of the medical profession which are 
made to meet the medical care problems of the families of enlisted men locally, 
there are any fraternal and welfare organizations which are at times helpful. 
The National Red Cross has been particularly helpful with the problems of 
enlisted men who served under me during World War II. The local official wel- 
fare agencies have also stepped into the breach. 


Certainly, as far as wives and children are concerned there is not a pressing 
problem at the present time. If the 10 percent pay raise is passed, the problem 
Will be even less serious. On the other hand, proponents of the measure might 
say that since this is not at present a large problem, now is a good time to work 
out a plan of medical care which could be expanded quickly in case of an all- 
out mobilization. 
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TABLE No. 4.—Service dependency estimates by grade and number 
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TABLE NO. 5.—Nervice r first 8 grades 


Senator Leuman. Prior to sending out the questionnaires, had the 
American Medical Association taken a position with regard to this 


legislation ? 

Dr. Crawrorp. No; that was just the point. We wanted to take 
a definite position that was based on reality, rather than on emotion, 
or the wish of this person or whoever happened to be in the chair 
presiding over this information as it funneled through the association. 

Senator Lenman. To what extent had the American Medical Asso- 
ciation indicated its opposition to this kind of legislation? What 
| am trying to ascertain is to what extent the replies to the ques- 
tionnaire may have been colored by the attitude of the parent 
organization ¢ 

Dr. Crawrorp. We tried to be very fair about that, and I think I 
can speak freely because I prepared the questionnaire. I tried to rep- 
resent every State inthe Union. I tried not to weight any pa¥ticular 
State. I gave a little preference to your own State in the number we 
sent out because of the large population there. But there was no 
preference other than that in sending more to one area where ] 
thought it might be more favorable or unfavorable. We did not try 
to influence replies. We asked them such questions as, “Did the 
EMIC program work favorably or unfavorably in your community ? 
Were vou satisfied with the financial return? Was there difficulty 
with the red tape! Did they get good hospitalization ¢ Was the 
medical care good? Was it average’ Was it below average? Was 
it satisfactory ¢ What comments do vou have?” 

We just sent with it a statement that there is talk that this may 
come up, and we would like to assemble some facts in order to be 


he Ipful. 
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Senator Lenman. But you will place in the record a tabulation of 
all the replies, as well as a copy of the questionnaire or any other 
correspondence of similar character which was carried on? 

Dr. Crawrorp. ] would be very happy to do that, Senator. 

Senator Hix. You went further, too, and asked the question as to 
what evidence they had or had seen or what evidence had come to 
them as to any need for reestablishing this program. 

Dr. Crawrorp. Yes. We want to know about demands and needs; 
that more particularly applied to the State organizations, rather than 
one individual who might be in a town and he might get no request 
whereas the doctor in the next town might. But they are all part of 
an organization, and if the organization had much evidence of need, 
we wanted to find it out. 

Senator LenmMan. Doctor, you state here that you had sent out this 
que estionn: ire to medical societies and approximately 400 physicians. 
It has been testified here that a questionnaire was sent to a very 
much greater number than 400. 

Dr. Crawrorp. It has been testified here? 

Senator Leuman. Either you or the State medical societies had 
sent out a very much larger number. 

Dr. Crawrorp. They may have. I did not copyright this, but they 
might have pirated this, or some other mailing list. But we sent out 
less than 400 questionnaires that got to indiv iduals from our own com- 
mittee. We sent out a list that I prepared myself from people that 
might be concerned with this over the country that I knew, and then 
we gave some 50 copies to the Academy of General Practice, and said 
to the head of the academy, “Will you send out 50 copies to men over 
the country in general practice, and see what their opinion is—spread 
them around.” We did the same thing to obstetricians and gave them 
50 copies, and then there were 50 additional copies that were sent out 
by the American Legion. I do not believe it was as high as 400 that 
went out from our own committee. 

Senator Lenman. Let me ask you this. Were the physicians to 
whom the questionnaire was sent a specially selected group, or were 
their names taken at random? I do not know how many doctors 
there are in the country—50,000 or more ¢ 

Dr. Crawrorp. Yes, it is more. Between 150,000 and 200,000, a 
number of course of which are not in active practice. 

Senator LenMan. Four hundred is a pretty small sample. 

Dr. Crawrorp. Yes, sir. 

Senator Lenman. I am not raising the question now whether or 
not the replies were significant, but 400 or so out of 50,000 or 200,000 
is a pretty small sample, and I would like to ascertain whether those 
were taken at random—-in which case there would be at least some 
small presumption that it was a representative sample—or whether 
the questionnaires were sent out to a specially selected list. 

Dr. Crawrorp. They were sent out to doctors picked not at ran- 
dom. They were picked geographically. Each State was represented 
inthe Union. A few were planted. A nose-and-throat man might get 
one. I will say this for them, when they came back, they wrote on 
it—because we made a list of five or six that we deliberately — - 
and they said, “We had no experience with the EMIC program, s 
cannot answer the question,” and those were left out of the tabul: ites. 
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Kut they were sent to men whom we thought were working under 
MIC, had actual experience in the field, whose comments should be 
of benefit to the American Medical Association in formulating ideas. 
This, you understand, Senator, was long before the introduction of 
Senator Humphrey’ s bill or your own bill, or companion bills in the 
House. 3ut there was comment that there might be this situation. 
We did not know how big this Korean situation would be, and we 
wanted to be prepared. We had not been prepared before World War 
If. So here was the time to get information in one way or another, 
and we started out slowly to get it. 

The inference you have might be from many State associations, and 

whether somebody might have said so many State sarees re- 
nhied and they represent so many thousands of doctors, I do not know. 
We sent to 48 State associations, of course. 

Senator Leuman. I hope you will accept my assurance that so far 
as good faith is concerned, I am not trying to cast any reflection what- 
soever on the methods pursued. 

Dr. Crawrorp. That is very obvious, Senator. 

Senator Lenman. On the other hand, it does seem to me that in 
communicating with only 400 out of a total of 150,000 or 200,000, if 
there was any selection, the sample could easily be colored. That 
would be done unconse iously, of course, but nonetheless, if that were 
the case, the conclusions might not be as substantive as we would like 
to have them. A great many doctors, of course, have expressed their 
feelings with regard to any Government assistance, not only in this 
matter, but ina great many other fields of medical relief and assistance. 

With a emall number of that sort. presumably, the poll could be 
unconsciously weighted. I was wondering if you could give us any 
additional information with regard to that. 

Dr. Crawrorp. I think that is a very reasonable wonder on your 
part. It would be obvions that that question would come up and so 
we tried to send them, and we have the matter of record as to who 
all of these went to, and we tried as much as we could to be objective. 
I agree with you very thoroughly that 400 is not a large number to 
hase a conclusion on, and we do not base it entirely upon that one little 
questionnaire. That was simply one brick in the edifice or foundation 
that we were trying to build. From that standpoint, I think it was 
very valuable. 

Mr. Merkitesoun. Were the numbers sent to a particular State 
weighted in any way in terms of the number of EMIC patients handled 
in that State during World War II? 

Dr. Crawrorp. No. 

Mr. Merkiesonn. For example, did you send a larger number to 
the State of New York based on the larger number of patients handled 
in that State? 

Dr. Crawrorp. We did send a larger number to New York. Other- 
wise we planned to send two to each State in the first batch of mailings. 

Senator Lenman. Was the selection of the doctors to whom you 
sent this questionnaire made by the State societies or the AMA? 

Dr. Crawrorp. The original one was made by your witness. 
made the original selection of perhaps 150 names. 

Senator Lenman. How about the other 250? 
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Dr. Crawrorp. Some were sent from the association direct, but 
fifty odd were sent out from the headquarters’ office of the Academy 
of General Practice with the cooperation of Dr. Stanley R. Truman, 
of California, the president. Another 50 were sent by Dr. Mengert 
from Dallas, Tex., who is in obstetrics and represents the obstetrics 
group. They were asked to send these to a representative group, not 
people who were for or against, but those who might have participated 
in the program, If a man had not been in the program, his opinion 
was not worth very much. We were trying to get what was good about 
the program, what was bad. If they do it again, what would you like 
to see in it, how would you like to avoid previous pitfalls? It was an 
attempt to be constructive. 

Senator Leuman. Who distributed the additional questionnaires 
in New York State? I ask that, of course, because I am most familiar 
with New York State. 

Dr. Crawrorp. Yes. The additional questionnaires Were not sent to 
a State itself. They were sent to these people to distribute over the 
country in those odd lots. 

Senator Lenman. You said you sent additional questionnaires. 

Dr. Crawrorp. Additional to what / 

Senator Leuman. You sent additional questionnaires in the amount 
of 50 to California. 

Dr. Crawrorp. That was not above the 400. 

Senator Lenman. It was above the 400? 

Dr. Crawrorp. It was not. 

Senator Lenman. I see. That was part of the 400? 

Dr. Crawrorp. Yes. 

Senator Lenman. I assume that if you sent 50 to California and X 
number to Texas, you also sent some to New York State. 

Dr. Crawrorp. No, I do not make myself clear on that, Senator. 
The distribution point was in California for general practitioners 
over the country. From California, they were supposedly mailed to 
New York, Virginia, Florida, and elsewhere. And the same from 
Texas. 

Senator Lenman. I see. Thank you. 

_ Senator Hix. In other words, then, in the case of some of the 400 
questionnaires, the recipients were not selected by you. They were 
selected by the head of the association 

Dr. Crawrorp, Of the Academy of General Practice. 

Senator Hiti. And you felt that he might be in a position to pick 
out some people who would be helpful that you yourself would not / 

Dr. Crawrorp. That is right. 

Senator Lenman. Who is that man? 

Dr. Crawrorp. Dr. Stanley B. Truman. 

Senator Lenman. Is he an officer or member of the American 
Medical Association ? 

Dr. Crawrorb. He is a practicing doctor in general practice and 
a member of the AMA. 

Senator LeuMay. Is he an officer? 

Dr. Crawrorp. No. This is an entirely separate organization where 
the general practitioners had their own group. 

Mr. Merkiesonn. Were the questionnaires addressed to obstetri- 
cians and pediatricians sent directly from your committee, or were 
they handled in the same way? 
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Dr. Crawrorp. I am a pediatrician, and felt I knew many of the 
prac tic ing pediatricians, and I would say, “In this State, do not send 
one to this man; he is away in the service.” But this man was work- 
ing and I would know that he was active at the time, and may have 
participated. 

Senator Leaman. Will you proceed ¢ 

Dr. Crawrorp. At one of these meetings they are the meetings 
that are referred to previously with the various national associa- 
tions—the representative of the American National Red Cross dis- 
cussed the results of a survey made by that organization in March 
and April 1951 at the request of the United States Children’s Bureau. 
The interpretation of these results by the Children’s Bureau presente vl 
a prima facie case of need which was inconsistent with the inte rpre- 
tations of other associations. Inasmuch as the report of the Red Cross 
did not indicate the final disposition of any of the cases considered 

and because of the desire of the committee to clarify the situation, it 
was suggested that a follow-up study be made with Red Cross local 
chapters of the cases reported in April 1951. Further investigation, 
however, indicated that the local Red Cross chapters do not keep 
records of the cases in which they do not give assistance, that many 
of the requests were based on telephone calls, and that to some extent 
the data represented estimates. The committee has also been advised 
that the Red Cross does not believe such a follow-up study is either 
feasible or advisable and that it does not want its survey to be inter- 
preted as indicating any national need for an emergency maternity 
and infant-care program. 

Neither does the Red Cross interpret its survey as showing a lack 
of need for such a program. It merely assemb led the number of re- 
quests for help in 481 out of over 3,750 chapters. It did this at the 
request of the C hildren’s Bureau, and turned the information over to 
the Children’s Bureau. 

Despite the fact that the Red Cross has disclaimed any showing of 
need for an emergency maternity and infant-care program by its 
study, the American Medical Association, after conferring with the 
various organiz: ations referred to above, decided to sponsor an inde- 
pendent and completely scientific survey of this problem. The re- 
search de partment of the welfare council of Metropolit: in Los Ange les 
was engaged to inquire into the ability of local servicemen to meet 
the costs of medical and hospital obstetrical care. Los Angeles was 
selected as representative of one of the more dislocated areas from a 
milits ary personnel sti indpoint with the idea that if the eid il and 
financial problems are adequately being taken care of there, the same 
would be true elsewhere in the country. 

I might also say that in the Red Cross survey, California had more 
requests to the Red Cross than any other State in the Union, and 
Los Angeles and San Francisco had more than half of the total 
in the State. So we also felt if that were the place where most of the 
requests were coming from, if we went in there and made this study, 
we also would be in a spot that would give us valuable information. 

Every serviceman’s wife in that area, who delivered during the 
period from January 1 to January 15, was interviewed while in the 
ospital, Visits were made to each of the So hospitals In that district 
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and to servicemen’s wives from the Los Angeles area, whether they 
delivered in Los Angeles County, Orange County, Ventura or even 
as far south as San Diego, some 150 miles away. 

The patients were : asked about their income from allotments or other 
sources; about their medical and hospital bills; how much had been 

aid; how much was still owing; and how they planned to pay their 
bili. Other data were procured relative to the type and adequacy of 
care received. ‘The persons doing the interviewing were on the look- 
out for hardship cases and gave the patients every ‘opportunity to dis- 
cuss their financial difficulties. In addition, the wives of a number 
of nonservicemen were visited, who were in the same wards or next bed 
or similar accommodations to those of the servicemen’s wives. Inter- 
pretations of hardship are variable, of course, but it was clear that 
the medical and financial needs of the servicemen’s families are ade- 
quately being taken care of in the Los Angeles area. The conclusions 
reached definitely do not indicate a need for a national program of 
care for servicemen’s families, such as proposed by S. 1245 and 8. 2337. 

Senator Lenman. I assume you have a copy of that survey / 

Dr. Crawrorp. Senator, I went out there and as soon as they finished 
the interviews read personally every one of these questionnaires my- 
self, and because we were hurrying to get. this material assembled for 
vour committee, we wrote this part of the statement that I have read 
before we had the copy of the survey. Just since I have been here in 
Washington, I have received a preliminary report of that study, some 

40 pages of statistics, and things which I want your committee to 
make use of and study; I have not put in as much actual detail and 
tables in my prepared statement here as I would have if we could 
have had this survey report 10 days or so ago, nor indicated the things 
which we thought might be helpful or not. But your committee from 
this survey report can do the same thing. 

Senator Leuman. Thank you. Do you recall how many cases there 
were / 

Dr. Crawrorp. Yes. Everyone that delivered there during this pe- 
riod of time. This organization first went through the vital statistics 
out there to see if that was an accurate way to study; does the birth 

rate vary from month to month, and would this be a proper sampling. 
They planned at first to study only about 30 hospitals out of the 89, 
but we said, “No; let us get the entire number.” There were about 
125 servicemen’s wives who delivered and were interviewed, we 
thought. Then we got into it a little deeper: this person was a 
civilian employee of the Army, so we left that one out, or this one 
for one reason or another did not qualify. So we actually ended 
up with 98 bona fide cases in addition to controls: these were delivered 
in perhaps 45 or 50 hospitals in that area. A few people went into 
the hospital and did not give their husband’s oce upation as a service- 
man. She may have s: aid he is a plumber or carpenter, which he was 
before he went into the service. But not only did they check these, 
but went to the Bureau of Vital Statistics where the present record 
of the father then gave them a clue, and they went back and she said, 

“Yes, my husband is in the service,” and they followed through on 
those. They think. they have covered everyone. I think they did a 
remarkable job. : 


a 
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Senator Lenman. I think it is a very interesting survey, and I want 
to congratulate the American Medical Association for having carried 
iton. The information I am seeking, of course, is designed to make 
available to the committee all the facts that we need and can have. 
I understand you are going to file with the committee (a) a tabulation 
of this survey, and (6) the actual replies or reports which you have 
had in the individual cases. Is that correct ? 

Dr. Crawrorp. That is correct. Among other things, the survey 
brought out—I think perhaps we were not quite fair to Dr. Hamilton, 
our trustee, on one of the questions you asked of him; I had the 
information here in our survey report—he has not seen it—about 
how many of the servicemen who might go to military posts for 
service actually did so. Of this group, it was quite interesting to 
see that of the 98, 59 delivered in private hospitals, and 39 in either 
the military or county hospital. It surprised me. I would not have 
thought as many would go to private physicians. 

Senator Lenman, Would that not be about the same proportion? 

Dr. Crawrorp. Yes. 

Senator Lenman. It has been represented that out of 200,000 births 
to wives of enlisted men, 75,000 would be in military installations 
and 125,000 on the outside. ‘That would not be very different. 

Dr. Crawrorp. That would be right in keeping with the statement 
that about 50 percent did not seek the military help even though it 
were accessible to them. 

Senator Hirz. Doctor, you speak of the county hospitals. Are those 
county hospitals all charity hospitals‘ 

Dr. Crawrorp. Yes. The largest number delivered in an y one hos- 
pital was one of the military hospitals—20. The largest in any so- 
called charity hospital was 11 in Los Angeles C eee General Hospital. 
Senator, we speak of that as a charity hospital, but they bill these 
p eople when they come in, perhaps $100, for their services. I do not 
believe they a ake a sincere attempt to collect that bill. If they pay 
it, very well, but I do not believe they go out and really try to put the 
heat on them to pay the bill. 

Senator Hiuu. But they get the service anyway? 

Dr. Crawrorp. They get the service. That is the important thing 
in my mind about this. Whether our figures of 75.000 delivered in 
military hospitals are right, or whether they are 5,000 high or low, 
what difference does it make, or whether it is 125,000 that deliver 
outside? We know that this year the enlisted men of the armed 
services are about the same as last year. Despite our inability to 
exactly tell how many fathers ap will be and how many children 
will be born, we know roughly it will be about the same as last year 
from this group, and yet all itons that were delivered in 1951 have 
had their babies, they have been hospitalized, they have had their 
medical eare, it has been given by the doctors. If the doctors are not 
worried and the hospitals are not worried, then as we say, what is 
all the shooting for ¢ 

Senator Leaman. May I say this: I do not think anybody would 
contend that babies are not going to be born whether we pass legis- 
lation or not. 

Dr. Crawrorp. That is right. 
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Senator Lerman. That is beyond the authority of Congress. You 
030 that in these charity hospitals the patients were billed, but there 
vas no vigorous attempt to collect the bill. But is it not a fact that 

vi ad a patient is billed, the debt hangs over him, and that cert: nly 
could be a very serious thing in the economy of the family. 

Dr. Crawrorp. Yes; except that these patients go to a hospital com- 
parable to Bellevue in your home town, known as ‘the place where peo- 
ple can go and if me do not have funds, they will be taken care o f, 

Senator Lenman. Of course, they virtually have to take a pauper’s 
oath to do that. 

Dr. Crawrorp. No. 

Senator Lenman. I know they will be taken care of. Nobody is 
allowed to go without medical care of some kind. 

Dr. Crawrorp. Yes. They do not force them to take a pauper’s 
oath. 

Senator Leno an. But it results in a debt, owed to the hospital or 
to the doctor, which would be hanging over the patient. It would be 
a serious thing. 

Dr. Crawrorp. I do not believe it would be too serious. I have 
so many that are coming to me, they are serious from my side, but I 
do not believe too serious from the patient’s side. 

Senator Lruman. Again I want to say I have the greatest admira- 
tion for the medical profession. I know how much work doctors do 
in relieving distress, but I think you may nonetheless be an exception, 
or rather more interested in this partic ‘ular phase of it than the aver- 
age member of the medical profession. 

Dr. Crawrorp. I donot think so, I havea great pride in the average 
member of the American Medical Association. So many of these 
replies that we got from the men said, “Yes, we worked under the 
EMIC plan. We perhaps did not approve it, but as a matter of 
patriotism, we were at war, and we wanted to give to the best of our 
ability and wanted to see that the people ; got their medical care at 
home just as they did at the front.” There are exceptions of course, 
in any group, and there are unusual exceptions in oe survey cases 
that one might pick on, an isolated instance, — say, “Those iielbrs 
are no good” or on a hardship case and say “They are no good as 
managers.” One case in here, for instance, "the lady did not have 
money to take care of her delivery, but she had made a trip to Florida 
and New York from California within her last 38 months of delivery, 
and of course she was in some ways a hardship case. She did not 
have the money. She was delivered all right. But no one would 
sensil sly pick on that as typical hardship because not many would do 
such a thing. 

Senator Lenman. As I understand it, you are going to file the re- 
sults of this survey ? 

Dr. Crawrorp. Yes. 

Senator Lenuwan. And the replies. 

Dr. Crawrorp. And this was a preliminary report in the hope that 
we might have something beneficial for vour committee. 

( Following the hearing the following report, Maternity and Infant 
Care Provisions for Servicemen’s Wives, preliminary report, research 
department, Welfare Council of Metropolitan Los Angeles, was sub- 
mitted for inclusion in the record.) 
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MATERNITY AND INFANT CARE PROVISIONS FOR SERVICEMEN’S 
WIVES 


PRELIMINARY REPORT 
(Research department, Welfare Council of Metropolitan Los Angeles) 


A study of the social, economic, and medical situations of enlisted 
men’s Wives receiving obstretrical care in hospitals located in Los 
Angeles County or with Los Angeles County residence, receiving obstret- 
rical care in hospitals located outside of Los Angeles County, of a time 
sample period, January 1952. 


INTRODUCTION 


i 
under way in the research department of the Welfare Council of Metropolitan 
Los Angeles for the purpose of determining: (1) The magnitude and nature of 
the need for obstetric, pediatric,’ and hospital care for wives of servicemen ;? 
(2) the manner in which these needs are currently being met through local 
medical resources; and (3) the expressed reactions of the servicemen’s wives 
in regard to present provisions for such care. This report contains a review 
of the method employed in the conduct of the study, a brief summary of the 


This document represents the preliminary report of part I of an extensive study 


characteristics of Los Angeles County which constituted the geographic limita- 
tion of the study, a review of the general characteristics of the cases inter- 
viewed, a brief analysis of the findings related to financing of medical care, 
and a preliminary analysis of some of the relationships which are emerging 
from the interpretation of the data. 

The interim report 

Stringent time pressures have forced on the researchers a timetable which has 
not allowed for the writing of a more final, more comprehensive, and more 
polished report. The women in the time sample were most cooperative and 
olfered interview material freely so that there was an unexpected wealth of 
data to be analyzed, interpreted, and presented. The research staff expects to 
continue with the necessary analysis of the data while other phases of the study 
progress This present manuscript then will serve as an interim progress 
report which will serve to give interested groups first-hand contact with pre- 
liminary data on maternity and infant care situation as it is now being 
experienced by enlisted men’s wives in a major urban area. There will be more 
information available as the study progresses, and further analysis will sharpen 
and focus the results. 

In addition to this interim report, a supplementary volume has been prepared 
which consists of case abstracts drawn from the interview schedules of the 98 
women who were included in the time sample for part I of the study... The case 
abstracts will later be analyzed and valued by different classes of judges for 
indications of hardships and relative need for supplementary financial help of 
some kind. However, at this time each reader reviewing the cases must neces- 
sarily draw his own conclusions as to the absence or presence of problems or the 
relative degree of need. 


Scope of study 


Although the study is limited to a particular geographic area, and although this 
manuscript is presented as an interim report, the material to the researchers’ 
knowledge represents the most comprehensive documentary source of data about 
the problem as it now exists in any one locality. Selected dramatic cases can be 
described to illustrate extreme situations at both ends of the seale, but it is only 


y pediatric care is limited to projected plans for medic "ar if the new 
ring the study period. 
servicemen” is defined, for irposes of this study, as women married to 
d men in the seven lowest pay grades of the Armed Forces, who utilized hospitals 
located in Los Angeles County for delivery during the study period, or who had Los Angeles 
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the study period. 
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when each case is reviewed in context with all other cases that the picture be- 
comes meaningful. 

The completed study will not determine the specific appropriate action required 
with regard to providing infant- and maternity-care services for wives of enlisted 
men. Rather, it will provide a factual basis, describing the current situation in 
one urban locality from which deductions and implications can be made regarding 
several alternative action plans in relation to the problem studied. This study 
will indicate the volume or ratio of servicemen’s babies’ births to all births in the 
area. There will be some indication of trend in this ratio when findings for part I 
can be compared with part LI, which will investigate a different time sample 
population. This study will present the first-hand accounts of enlisted men’s 
wives as they seek out and make use of medical-care services offered ‘by private 
physicians, private hospital clinics, military clinics and public clinics, and pri- 
vate, military, and public hospitals. It will present information about the income 
of the couples, how they managed their finances, and their attitudes about their 
situation as expressed by the women interviewed. 

In addition to describing the manner in which the wives of enlisted men are 
meeting their maternity-care expenses today, the findings suggest important im- 
plications for adjustments in the Armed Forces medical program for dependents, 
in connection with counseling the wives in order to help them better utilize th: 
local resources ,( both medical and social) and for a better coordination of organ- 
ized community medical resources. The range of social and economic problems 
which was found by interviewing a cross section of women, such as these, pro- 
vides a realistic basis for consideration of changes or adjustments in present 
medical-care resources. 

Study sponsorship 

The health division of the Welfare Council of Metropolitan Los Angeles has 
been studying, for the past year, the need for reactivating an KMIC—type pro- 
gram. Last August, the research department staff prepared an exploratory 
report on the subject which was limited as to source of data, to bookkeeping 
information provided by 22 selected hospitals. 

The present study has been financed jointly by the American Medical Associa- 
tion (through its committee on medical services) and the Welfare Council of 
Metropolitan Los Angeles. The hospital and clinic committee under the health 
division of the welfare council plans to make use of the study results when pre- 
paring principles and suggestions for possible legislation. In the same manner, 
it is expected that the American Medical Association committee on medical serv 
ices and numerous other interested groups will make use of the same factual 
material when formulating their proposals for possible legislation. 

In view of the several different philosophies regarding how best to meet the 
needs of enlisted men’s wives for medical care, comment should be made regard 
ing the objectivity of the present study. The research staff had complete respon- 
sibility for planning, executing and interpreting the study. 

It is hoped the study results will be useful to a number of different groups, 
although it is recognized that different philosophies may result in a number 
of alternative plans for providing maternity and child-care services for the 
wives of enlisted men. Consequently, the report should be treated in its total 
context. The research staff sincerely hopes that the legislative bodies will have 
an opportunity to review the total parts I, II, and possibly III before final pro- 
gram plans are made.“ (See sections that follow.) 


THE STUDY DESIGN (PT. I) 
The following steps describe the method used in conducting part I of the study: 


Step 1—Several hospitals, both public and private, large and small, cooperated 
in a pilot study during which time the interview schedule was developed. 





4 Study considerations (from the initial study plan) : 

“1. Our research staff would be able to accept the assignment of any one or all three 
parts of the study. In view of time or budget limitations, we would suggest parts I and 
III, although the group of wives in part II are the only ones who hold the answers as to 
how the serviceman’s family actually lives through the experience of securing medical 
services and paying the bills incurred. 

“2. We would prepare a report on findings with implications limited to the extent and 
seriousness of the needs for such medical care. The research staff would not develop 
recommendations although the health division of the welfare council may wish to do so 
as a separate report. 

“3. We wonld follow our department policy of making the study available to other 
interested and responsible groups.” 
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Step 2.—The original plan was to rank the 89 hospitals and maternity homes in 
Los Angetes County which provide maternity care by number of live births during 
a year. The primary purpose of this ranking was to arrive at a 90 percent 
coverage of all births, which would cut down study costs and would limit the 
number of hospitals to be covered. However, after the study was initiated, it 
became apparent that several of the smaller hospitals and maternity homes had a 
higher ratio of enlisted men’s wives to total cases, because of lower costs and 
“package deals,” in which prenatal, obstetrical, and hospital care were provided 
fora single amount. In order to assure complete coverage, all of the 89 hospitals, 
publie and private, were covered during a 7-day sample time period. 

Step 3.—Simultaneously, all military facilities located outside of Los Angeles 
County, where enlisted men’s wives with Los Angeles County residence received 
prenatal or hospital care for delivery were covered. It was important to cover 
these military resources because of the direct effect the utilization of these re- 
sourees has on the use of the local community resources. 

Step 4.—Preliminary inquiry into the use of a time period sample indicated 
that this was a safe procedure to follow. The experience with the August study 
indicated that approximately 100 cases would be available for interviewing. 
Vital statistics were searched for any variation in birth rates, month by month. 
he use of birth records also made possible a check on the universality of the time 
sample. Even with good preparation and cooperation on the part of the hospitals, 
, number of additional private hospital cases were located by means of the birth 
e¢ ords. 

Step 5.—Interviewers were trained, and with few exceptions each hospital 
was contacted personally by the field interviewer. All hospitals were contacted 
for approval and cooperation by the staff of the health division of the Welfare 
Council. All survey patients who were hospitalized during the 7-day sample 
time period were interviewed by the field interviewers. The interviews usually 
asted from 20 to 45 minutes. The interviewer took notes during the interview, 
then entered the information obtained on a schedule form immediately after 
leaving the hospital. Since the patient turnover was rapid, it was necessary for 
the interviewers to contact each hospital three times during the sample week. 
Interviews with hospital administrators and medical staff proved helpful in 
getting information on trends, volume of service, hospital charges, payment plans, 
special problems, ete. 

Step 6—Coding categories were developed and defined after editing of the 
schedules. 

Step 7.—The schedules were then coded and the items were tabulated and 
analyzed. 

Step 8.—The method employed in preparing case abstracts is explained more 
fully in the supplement, which contains the 98 abstracts. 


PART II OF THE STUDY 


In view of the experience accrued in the conduct of part I, it was possible to 
readjust the interview schedule so that the information obtained could be more 
easily codified. Data for part II are being secured from a scientific sample of 
100 servicemen’s wives who delivered during the month of August 1951. Inter- 
viewers are now conducting the same type of interview used with the time 
sample population of January in part I. This patient group has had sufficient 
experience subsequent to hospital discharge to be able to provide accurate in- 
formation regarding posthospital services, pediatric care for the infant, and a 
description of the manner in which they were meeting the bills and expenses 
incurred prior to and during the time of hospitalization. By the time this re- 
port is presented, interviewers will be in the field proceeding with the collection 
of the data for part ITI. 

Originally, it was planned to get the cases from hospital records, but birth 
records are being used since there is less possibility for omission. The use of 
birth records, however, will lead the interviewers into a number of home visits 
Which cannot be used. Occasionally birth records give information which in- 
dicates the husband is a serviceman, but who turns out later, after the personal 
visit, to be a civilian employee of the Armed Forces. The material will be 
handled and processed in similar fashion to the work that was done in part I. 
\s yet there is no experience to indicate the extent of the mobility factor which 

ay give trouble in locating cases. The sampling procedure set up provides for 
substituting alternative cases for the women whom it will prove impossible to 
ocate, 
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PART III OF THE STUDY 


The original proposal for part III of the study plan was to focus the investi- 
gation on a population of enlisted men’s wives adjacent to a military camp which 
was known to be a problem area in terms of inadequate medical services. <Al- 
though the sample in part I showed less movement from military camp to home 
residence than had been expected, it is frequently pointed out that greatest hard- 
ships are found in war-congested areas where the local resources Were overtaxed 
and where there are no military medical-care resources for these women. A\I- 
though part IIT of the study has not been given final approval by the financing 
bodies, the research stall has, suggested part II] be conducted in an area out- 
side of California, preferably one in which there was dislocation by military 
expansion. It would be necessary for this part of the study to develop a design 
which would call for the interviewing of wives in the prenatal period before 
they migrated in order to be close to hospital resources.’ 

The appendix of the completed report will have copies of the interview sched- 
ules and coding scheme. The material which follows represents a preliminary 
and limited analysis. The staff has made every effort to make this material 
available in time for use and is fully aware that preliminary reports are some- 
times interpreted beyond the point which the data at that stage of analysis war- 
rants. The staff trust that readers will exercise the necessary caution when 
interpreting this report. 


CHAPTER I. CHARACTERISTICS OF LOS ANGELES COUNTY AND ITs POPULATION 


A large population living in a large area 

Los Angeles County has a large concentration of population. In the 1950 
census, 4,151,687 people were found to be living within the boundaries of the 
county. This number represents approximately 40 percent of the total popula- 
tion of California and almost 30 percent of the Combined populations of Wash- 
ington, Oregon, and California. Of all the States in the Union, only New York, 
Illinois, Massachusetts, Michigan, New Jersey, Ohio, Pennsyivania, and Texas 
have greater populations than that found living in Los Angeles County. The Los 
Angeles metropolitan area, which is slightly larger than the area covered by 
Los Angeles County, ranks third in terms of size of population among all the 
metropolitan areas of the United States, 

Los Angeles covers an area of 4,083 square miles, which is as great as half 
the area covered by Massachusetts. It extends approximately 75 miles north 
and south and 70 miles east and west. Included in it is a great variety of 
urban and suburban communities and several rural districts. 

Beonomic base 

For many years Los Angeles has been the leading agricultural county in the 
United States. Its dairy industry is the largest found anywhere in the country 
and its citrus and truck-gardening activities are of major importance. These, 
plus oil extraction and refining, fishing, harbor commerce, motion pictures, radio 
and television, aircraft, greatly diversified manufacturing industries, tourist 
trade and construction, represent the chief economic activities of the con- 
stantly expanding population. Cost of living, contrary to popular opinion, is 
not below the level found in other major cities. Savings in winter clothing, 
fuel, and certain fresh foods, is absorbed by transportation costs in an area where 
the family car is practically a necessity. The wage level is comparable to that 
found in northern urban areas. In January 1952, slightly less than 2,000,000 
persons living in Los Angeles County were reported as employed by the State 
department of employment. 


Heavy population increase 


In the period from 1940 to 1950, Los Angeles County added 1,366,000 people 
to its population—an increase greater than that of any State in the Union 
with the exception of California itself. Part of this increase was due to the 
¢reater number of births as against the number of deaths. The surplus of births 
over deaths resulted in an increase of 342,000 persons in the years from 1940 
to 1949. In the last 5 years, the number of births occurring in Los Angeles 
County consistently has numbered between S5,000 and £0,000, with a surplus of 
births over deaths of more than 50,000 per annum, 


_ & There will be certain criteria set up for the selection of the area to be studied. but 
it would probably be some military installation where prenatal care is offered but where 
there are no facilities for delivery. 
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The birth rate in Los Angeles County, 22 per 1,000 population in 1949, and 21 in 
1950, is somewhat below the birth rate for the Nation, 24 per 1,000 population in 
1949 and 23 in 1950. However, the local birth rate currently more closely approxi- 
mates the national birth rate than was the case during the prewar years 

Immigration accounted for the remainder of the increase in the population 
During the 1940's, more than 1,000,000 people, an average of 100,000 per vear, from 
other sections of the country immigrated to Los Angeles. Many of these persons 
were younger men and women of child-bearing age . f January 1, 1952, the 
Los Angeles County population has been estimated to be between 4.553,000 and 
t460,000, 


Keeping up with population growth 


The population increase did not distribute itself evenly over the entire county 


but has taken place primarily on the periphery of the cities and at about 10 miles 
listance from the Los Angeles city center. The populations in the unincorpo- 
rated territories have increased much more than those living in cities. In these 
expanding areas, with their new and young population—San Fernando Valley, 
Westchester, Lakewood, South Gate, North Long Beach and many others 
facilities of all kinds (schools, hospitals, etc.) have not been able to keep up with 
population growth. 

Public transportation in Los Angeles County has never been able to take care 


of the population needs. It is especially inadequate in the new areas. The 


people must rely primarily on privately owned automobiles In 1950, there 


were 1,712,545 registered passenger automobiles in Los Angeles County, o1 


automobile for every 2.5 persons, 


Income and educational level 


Che income of residents of Los Angeles County is somewhat above the average 
for the United States. The California State Chamber of Commerce estimates 
that the per capita income for Los Angeles County in 1950 was $1,750 as against 
$1,751 for California, and $1,436 for the United States. On a per family basis, 
the Los Angeles County income is currently at least 17 percent above the national 
average. 

The educational level in Los Angeles County is considerably higher than the 
average educational level for the Nation as a whole 


Races and ethnic backgrounds 


About 5 percent of the Los Angeles County population is Negro, as compared 
with 10 percent for the United States. It is estimated that persons of Mexican 
extraction comprise another 5 percent of the population: orientals account for 
approximately 144 percent of the population; and about 7 to S percent of the 
population is estimated to be of Jewish extraction 


Political subdivisions 


Los Angeles County has a complex political eor position There are 45 ineor 
porated cities in the county, ranging in size from Los Angeles City with 1,970,358 
people (in 1950), and Long beach with 250,767, to Vernon with less than 500. 
About one-third of the population lives in the unincorporated territory. There 
are hundreds of communities that are not incorporated, with identities and 
names of their own, 


Public he alth ROTVICER 


Los Angeles City, Long Beach, Pasadena, Beverly Hills, and Vernon each 
maintain their own health departments. The rest of the cities and the unin- 
corporated territory is under the jurisdiction of the Los Angeles Health De- 
partment. These health departments have extensive services, and through a 
arge number of district health centers well distributed throughout the county, 
services are gradually becoming more available to outlying areas. In 1950, 
there were 24 county-supported materniy clinies; 7 Los Angeles city supported 
luaternity clinies, and nearly 40 child-health conferences 

The Los Angeles County Department of Charities, with its bureau of hospi- 
tals is responsible for the Los Angeles County General Hospital, which is cen- 
trally located but not easily accessible to the whole county area, and in addition 
to other branches has one large branch, the Los Angeles Harbor General Hos- 
pital, in the southwestern section of the county. Both of these facilities have 
urge maternity departments (in 1950, 252 basinets in Los Angeles County 
General Hospital and 30 in the L. A. Harbor General There are limited 


elnergeney services available in some of the other publicly supported hospitals 


10 





140 HEALTH CARE FOR DEPENDENTS OF SERVICEMEN 


The medical-aid Districts under the department of charities offer care for indi- 
gent patients in 10 localities over the county.® 


Private hospitals and clinics 

The State department of health listed 87 private hospitals in L. A. County 
licensed for maternity care. Of these private hospitals, 38 were of the non- 
profit type, Which, in 1948, accounted for 70.5 percent of the 1,666 licensed private 
maternity beds, and 71.2 percent of live births occurring in private hospitals. 
The nonprofit hospitals of L. A. County, according to the Hamilton Hospital 
Survey,’ are nearly devoid of endowment funds. 

There has been little less-than-cost service offered to the publie by these insti- 
tutions. In one study,” California was found to have the highest average per 
diem payments for hospital services for maternity care. In comparison to other 
sections of the United States, there are very many small hospitals in the county 
which are operated for profit either by (a) a single doctor or (») groups of 
doctors. 

A number of the private hospitals have maternity clinics set up to serve medi- 
cally indigent patients for a nominal fee. 


Military clinics and hospitals 

Dependents of servicemen are served by the Navy infirmary on Terminal Is- 
land and the Army infirmary at Fort MacArthur. A naval infirmary is also 
available at Port Hueneme about 50 miles from Los Angeles City, and naval 
hospitals are available at Camp Pendleton, about 90 miles to the south, and at the 
Balboa Hospital in San Diego. An Army hospital is available at the Edwards 
Air Base in Muroc, about 80 miles to the northeast. 


Physicians 

Los Angeles County is well supplied with physicians. County medical associa- 
tion figures indicate that in February 1952, there are 7,011 M. D.’s licensed to 
practice in the county, 4,600 of these are members of the county medical asso- 
ciation. No definite figures as to the number of obs‘etricians and general prac- 
titioners are available. It has been estimated that obstetricians comprise be- 
tween 5 and 7 percent of the total number of memberships of the county medical 
association. 


TABLE 4.—Average per diem payments for hospital care for maternity cases 
completed in the quarters ending Mar. 31, 1944, and June 30, 1946, for the 
United States and selected States 


Quarter Quarter 

ending ending 

| Mar. 31, | June 30, 

1944 Iho 

United States $5. 38 $6. 58 
California 7. 76 8.38 
Georgia 4. 46 | 6.65 
Illinois 5. 55 | 6. 64 
Massachusetts 5. 23 | 6. 61 
Michigan 6. 22 7.67 
Mississippi - - 4. 36 | 6.03 
Nebraska ; ‘ aan 4.85 | 5.14 
New York_. ; Ce =— Silat Rentatioadts siete eh wiaes | 6.19 | 7. 43 


Los Angeles County as a military center 

Los Angeles County, with its aircraft and other factories, is one of the largest 
supply centers for the armed services. Fort MacArthur serves the Army as an 
assembly center. Long Beach and Sar Pedro Harbor, both important naval 
centers, are located in Los Angeles County. The impact of the current military 
operations on Los Angeles has been very great. Several thousands of service- 
men come weekly to Los Angeles, Long Beach, and Hollywood from as far as San 


®1950 Health and Welfare Directory—policies are, of course, subject to change and 
subject to differences in interpretation. 7 

7 The final report will contain 2 maps showing their locations. 

* Hamilton, James A., & Associates, Hospital Plan for Los Angeles County, 1946-47, p. 6. 

* Sinai, Nathan, and Odin Anderson, EMIC, A Study of Administrative Experience, 
School of Public Health, University of Michigan, 1948, p. 86. 
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Diego, Port Huemene, Camp Pendleton, Camp Roberts, Camp Haan, Fort Ord, the 
air bases in Muroc, Inyokern, and March Field. Due to lack of accommodations 
elsewhere, many servicemen’s families live in Los Angeles County. It has been 
estimated that more than 125,000 dependents of servicemen live in the county. 


Cuaprer II. BACKGROUND CHARACTERISTICS OF SAMPLE 


As outlined in the description of the study in the introduction, the population 
interviewed was enlisted men’s wives hospitalized for obstetrical care in hos- 
pitals located in Los Angeles County, plus enlisted men’s wives with residence 
in Los Angeles County hospitalized for obstetrical care in military hospitals 
in counties adjacent to Los Angeles County, during a sample week in January 
1952. 

A total of 89 hospitals and maternity homes were contacted during the speci- 
fied time period. Either from the hospitals themselves or by searching the birth 
records, it was found that a total of 39 hospitals provided obstetrical care to 
enlisted men’s wives during this time. Three of these hospitals were military 
establishments, two were county hospitals, and the remaining 34 were private 
hospitals. All but the three military hospitals are located in Los Angeles County. 
Camp Pendleton Naval Hospital is located in Oceanside ; the Port Huemene Naval 
Infirmary is located in Port Huemene; and the Balboa Naval Hospital is located 
n San Diego. 

A total of 98 servicemen’s wives were located, identified, and interviewed during 
the course of this study. These women were interviewed either during the time 
when they were hospitalized or subsequent to returning to their own homes. 


I. THE SERVICEMEN’S WIVES 

1. Age of wives 

Seventy-seven and six-tenths percent of the women were 24 years of age or 
younger ; 31.6 percent were 19 years of age or younger; 17.3 percent were between 
the ages of 25 and 29; 5.1 percent were between 30 and 39 years of age. As might 
have been expected on the basis that obstetrical care is generally associated 
with a young age group, none of the women interviewed were more than 39 years 
of age. However, the high concentration of women in the 15 to 19 age interval 
was of special interest.’ Table I below presents the age distribution of the women 
interviewed, 


TABLE I. ive of the servicemen’s wives, frequency and percentage distribution 
of 98 cases 


Age 
15 to 19 year 
20 to 24 ye 
25 to 29 year 
30 to 34 year 
5 to 393 
40 to 45 3 


Potal 


2, Race or ethnic group 

Table II presents the racial or ethnic grouping of the population interviewed. 
The Mexican-American group was distinguished from the other Caucasians 
hecause this group has special importance in regard to medical facilities pro- 
vided in Los Angeles County. The proportions of Negroes, Orientals, and Mex- 
ican-Americans in the sample population were greater than those found in the 
normal population of Los Angeles County. However, the differences may not be 
significant when controlled for age and sex. Seven and one-tenth percent of 
the servicemen’s wives interviewed were Negro against an estimated Negro 
population in the county of Los Angeles of 5.2 percent. Two percent of the 
servicemen’s wives interviewed were Oriental as against 1.3 percent for the 
total population. Seven and one-tenth percent of the servicemen’s wives inter- 
iewed were Mexican-Americaps as against an estimated Mexican-American 
population of 5 percent for the total population. 


For the final report a check will be made to find out if this concentration is higher than would be expected 
the normal population 
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TasLe Il.—Frequency and percentage distributions by racial or ethnie group of 
the 98 women in the sampl 


Number Percent 
Race or et ( ) 
Wi 82 8 
Nevro - - | 
a) 2 2.0 
Mexi Ar i 7 7.1 
Total OS 100.0 


Il. THE SERVICEMEN’S FAMILIES 


1. Re side hice 

The home addresses of the servicemen’s wives interviewed were spotted for 
analysis, but no significant pattern emerged. The women were generally located 
in those areas containing the heaviest concentration of population. It was 
anticipated that these women might be found to distribute themselves in a 
peripheral pattern as it was expected that these women were relatively new to 
this locality. The areas peripheral to central Los Angeles are those which have 
experienced the greatest increase in population—primarily new and young 
population. However, as will be demonstrated later, the servicemen’s wives in 
the large majority were found to be not new to this locality and were also found 
to live with their parents or the servicemen’s parents, which would place them 
in localities populated by older populations, both in terms of age and in terms 
of length of residence. 
2. Length of time in locality 

Table LIT shows the length of time the servicemen’s wives have been in the Los 
Angeles County area. The majority of them, 67 percent, have lived in the Los 
Angeles County area for more than 2 years. Fourteen and four-tenths percent 
have lived here for less than 6 months, and 16.5 percent have lived here between 
6 months and 1 year. 


TasLe IIl.—Frequency and percentage distributions of the months of residence 
in the Los Angeles area of the 98 women in the sample 





Number Percent 
Time 

None to 3 months 6 6.2 
3 to 5 months S & 2 
6 to 12 months 16 16.5 
13 to 24 months 2 2. 1 
Over 24 month 65 67.0 

Re ih escnnsnwbue . j ; P 97 100. 0 


3. Household composition 


The household composition for the servicemen’s families presented an interest- 
ing picture. As can be seen in table IV, 43.3 percent of the families maintained 
independent households. That is, these families were not sharing quarters with 
the parents of either the serviceman or his wife or others. In three-fourths of 
these independent households, however, the serviceman was not living at home; 
48.5 percent of the families shared quarters with parents of either the service- 
man or his wife. In one of these cases the serviceman was living in the house- 
hold; in the other cases the serviceman was away. Eight and two-tenths per- 
cent of the families shared quarters with individuals other than parents of 
either the serviceman or his wife, and in the instance of one of these cases the 
serviceman was living at home. 

For the 97 families about whom information was available, it was found that 
a total of 18 servicemen were living with their families, while the remaining 
S4+ were away from home. 
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1\ 


Frequency and percentage 


97 


distribution of 


household composition of 
momen in the sample 


Vumber of children in the family 


This was a first child for most of the women interviewed. As can be seen in 
table V, this was a first delivery for 69.4 percent of the women, a second delivery 
for 18.4 percent of the women, a third delivery for 5.1 percent of the women, and 
fourth or more delivery for 7.1 percent of the women 


TABLE \ Frequency and percentage 


the 9S womne 


distribution of the number of children 


nin the saiiple 


lil, SERVICE IN THE ARMED FOR 


]. Bran h of service 
Table VI presents a breakdown of the branch of service 
of the women interviewed were enlisted Forty-four percent were in the Army; 


36.7 percent in the Navy; 6.1 percent in the Marines; 12.2 percent in the Air 
Foree, and 1 percent in the Coast Guard. 


vhich the husbands 


TABLE VI Pre quency and percentage 


distributions of branch of 
husbands of the 98 


SETUIECE P the 
momen in the sample 


Rank or pay grade 


The population studied were wives of servicemen of the seven lowest pay 
grades, 
f 


These pay grades include all ranks from recruit through master sergeant 


or the Army and the Air Force, recruit through chief petty officer for the Navy 
and Coast Guard, and private through master sergeant for the Marine Corps. 

Table VII presents the distribution in terms of pay 
the women interviewed 


grade levels, which, combined, 


grade for the husbands of 


he third and fourth pay- 
accounted for 59.3 percent 


The concentrations were at 


ot the cases. 

®In the final report a check will be 
this is a normal distribution. 

In the final report 


made with the military to determine whether 


a check will be made to determine if the distribution we 
that which is typical for the total services personnel, 





144 HEALTH CARE FOR DEPENDENTS OF SERVICEMEN 


TABLE VII.—Frequency and percentage distribution of pay grade of husbands 
of the 98 women in the sample 


! 


Number Percent 
} 
Pay grade: } 

1 2 | 2.0 
2 11 | 11.2 
3 33 | 33.8 
4 25 25.5 
5 15 15.3 
0 7 7.2 
7 5 5.1 

Total 98 | 100.0 


8. Time in service 

Fifty-eight and eight-tenths percent of the husbands of the women interviewed 
were in the Armed Forces for 2 years or less. As can be seen in table VIII 5.2 
percent were in the Armed Forces for 6 months or less, 33 percent were in for 7 
months through 1 year, and 20.6 percent were in 13 months through 2 years. 
Twenty-five and seven-tenths percent of the servicemen were in the Armed 
Forces between 25 months and 6 years and 15.5 percent were in the armed services 
for more than 6 years. 


Tasie VIII.—Frequency and percentage distributions of the length of time in 
the Armed Forces of the husbands of 97 women in the sample 





Number Percent 
Time in service 

None to 6 months 5 §.2 
7 to 12 months 32 33.0 
13 to 24 months 2 2.6 
25 months to 6 vears 25 25.7 

Over 6 years 15 15 
lotal 97 100.0 


4. Serviceman’s station 

Table IX presents the location where the servicemen were stationed at the 
time of the study. Thirteen and four-tenths percent were stationed in the Los 
Angeles County area. In these cases the serviceman lived with his family. 
Forty-four and four-tenths percent of the men were stationed in the United States 
or Alaska, but in some locality different from the Los Angeles County area. 
Eleven and three-tenths percent were assigned to sea duty, which means that 
they were stationed on a ship. The ship may have been overseas or operating 
out of a home port. Ten and three-tenths percent of the men were assigned to 
overseas occupation duty, which means that they were stationed in Japan, Ger- 
Inany, etc. Nineteen and six-tenths percent of the men were assigned to com- 
bat duty, which means they were stationed in Korea. One man was a. w. o. 1, 
and we had no information regarding the station of another serviceman. 


Tar_e IX.—Frequency and percentage distributions of the location of husbands 
of 97 women in the sample 





Number | Percent 
St i 
United § s 

Near hon 3 13.4 
Away from home 43 44.4 

Sea duty ll | il 
Overseas occupation 10 10.3 
Combat 19 19.6 
4. w.o.] 1 | 1.0 
Total : 97 | 100.0 
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IV. FAMILY INCOME 
1. ANotment 

The servicemen’s wives were unable to differentiate between the amount of 
allotments they were receiving and other income, because the money they received 
from the Government often included a contribution out of the serviceman’s pay 
over and above the allotment, which in itself is a joint contribution by the service- 
man and the Government. The data for table X were secured from schedules 
provided by the military, which indicated the amount due a particular service- 
man’s wife, based on the serviceman’s rank and the number of his dependents. 
If the wife stated that she was getting an allotment, the amount was computed 
for her.” 

Most of the women received allotments of either $85 per month or $127.50 per 
month. These two levels accounted for 68.4 percent of the total. Thirty-four 
und seven-tenths percent of the women received $85, which is the amount allowed 

en in the first three pay grades having one dependent. Thirty-three and seven 

enths percent of the women received $127.50, which is the amount allowed men 
the fourth and fifth pay grades with one or two dependents 


TABLE X.—Frequency and percentage distribution of allotment provided to the 
98 women in the sample 


Income of the wives 

Table XI shows the amount of money coming into the home. In addition to 
the allotment, this would include any additional money the serviceman author- 
izes the Government to withhold from his pay in order to send to his wife. In 
those cases where the serviceman was living at home, his total pay was con- 
sidered to be money coming into the household. Seventy-eight and five-tenths 
percent of the households had incomes amounting to $150 per month or less. 
rhirty and six-tenths percent of the households had total incomes in the amount 
of S85 per month. 


TABLE XI.—Frequency and percentage distribution of monthly income from 
husbands’ pay of the 98 women in the sample 


Source of money for living erpenses 

[Information was obtained regarding sources of money for their normal living 

penses in addition to alloments and husbands’ contributions. Since a number 
of women had two or more sources of income for this purpose, the sum of the 
frequencies opposite the items in table XII equals an amount greater than the 
total number of women interviewed. 

Kighty-two and eight-tenths percent of the women reported that the source 
of all or at least part of their income for normal living expenses was their allot- 
ments, plus additional contributions made by the husbands out of their pay. 
As mentioned in the previous section, in this group were included the women 

In the final report, Table of Basic Allowance for Quarters will be included in the 
appendix 
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Whose husbands were living at home. Fifteen and one-tenth percent of the 
women reported they were employed during the time of their pregnancies and 
were able to meet part or all of their expenses from income derived from this 
source. One and one-tenth percent of the women reported that at least part 
of the money used for current living expenses was derived from savings accumu- 
lated out of their husbands’ incomes prior to enlistment. 

Three and two-tenths percent of the women reported they were using money 
secured through a friendly loan, i. e., a loan without interest, for meeting their 
normal living expenses. The largest group, fifty-seven percent of the women, 
reported that their parents or their husbands’ parents were contributing toward 
meeting their normal living expenses. Three and two-tenths percent of the 
women reported receiving agency help for this purpose and an additional three 
and two-tenths percent reported sources of income other than those classified. 


TABLE XII.—F requency distribution of sources of money for living expenses and 
percentage distribution of responses of 93 women in the sample 


Number Percent 
source oF money 
Husband's pay and allotment 77 82.8 
Wife’s income (employment 14 15 
Savings out of previous income l j 
Friendly loar 3 Rg 
Family contribution ther than loatr 53 7 
Agency 3.2 
Other 3 39 
No source 1 1 
i } 
tl 155 


CHAPTER III. MepicaAL CARE SERVICE 


I. PRENATAL CARE 

1. Time of first care 

Table XIII presents the distribution of servicemen’s wives in terms of when 
they first received prenatal care. There was no information regarding time of 
first care for 17.5 percent of the cases. 71.6 percent of the cases received pre- 
natal care during or prior to the third month of pregnancy; 18.6 percent first 
received prenatal care in the fourth through the sixth month of pregnaney ; 8.6 
percent first received prenatal care in the seventh through ninth month of preg- 
nancy One woman reported received no prenatal care. 


TABLE XIII.—Frequency and percentage distributions of the time of first pre- 
natal care of 81 women in the sample 


rIME OF FIRST CARE—PRENATAL 


Number Percent 

None t non 5S l 
{to6 hs 15 1s 
(tod! ns 7 s 
Ne 1 ; 
I SI 1x) 


2. Resources used for prenatal care 


Table XIV presents the resources which the servicemen’s wives used for 
receiving prenatal care. ‘That is, it describes whether or not the woman received 
prenatal care under arrangements with a private physician, from a clinic operated 
by one of the branches of the armed services, from a clinic operated by a private 
hospital, from a clinic operated by a local public health department, or through 
a combination of the above. 

Forty-two and two-tenths percent of the women received prenatal care under 
irrangements with a private physician, either an obstetrician or general prac 
titioner. One of these women received care first from a general practitioner 
but then shifted over to an obstetrician (because of medical problems). An 
additional 14.4 percent used the services of a private physician in combination 





Pri 
Obs 
Pri 

Pri 
Mil 
Pri 
Pul 
Mil 
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with the services offered by a clinic operated by one of the branches of the armed 
services. Of the 14 women interviewed falling in this category, 9 went to a 
military clinic first and then shifted over to a private physician, 3 used the 
services of a private physician and then shifted over to a military clinic, and 
»” used the services of the military clinic first, then shifted to a private physician 
and then shifted back to a military clinic. One percent of the women used the 
services of a private physician in combination with services offered by a private 
hospital clinic. The one woman falling into this eategory shifted from a private 
physician to the clinic. 

A large group of women, 22.9 percent, used the services of a military clinic 
exclusively. An additional 7.2 percent used the services of a private hospital 
clinic exclusively, an additional 11.8 percent used the clinics operated by the 
local public health departments exclusively. In 1 percent of the cases, a military 
clinic and public health department clinic were used in combination. The woman 
interviewed using this combination shifted over from a military clinic to the 
public health clinic. 


TaBLeE XIV.—F'requency and percentage distribution of resources used for pre 
natal care by the 97 women in the sample who received some prenatal care 


te obstetrician 

ite general practit 

trician and general p 
vate and military 

’rivate and private hospital clit 

Military 

rivate hospit al clinic 

lie clinic 


tary and publi 


‘ 


, 
Total 


Reasons for the choice of resources for pre nalialeare 


The various reasons presented by the women regarding the basis for their 
choice of the particular resources utilized for prenatal care were categorized 
and are presented in table XVI, together with the distribution of frequencies 
associated with the various possibilities. Of course many of the women gave 

ore than one reason for their choices so that the number of reasons given, 176, 
vas greater than the number of women interviewed. For example, the women 
who have a strong Navy identification (status) may also give financial reasons 
economy considerations). The four most important reasons offered in order 
of frequency were: Inconvenience of location of alternative resources (usually 

ng distance and fear of “having the baby on the way,” 3S percent: previous 
satisfactory experience with resources (family or friends use same doctor or 


clinic), 87 percent ; economy considerations (couldn't afford other type care), 34.8 
percent; and status considerations, 19.6 percent. In this latter category were 

issified such reasons as: “County is no good because of the kind of people who 
go there,” “County hospital is for people on charity,” “It is good for servicemen’s 
ives to use military,” and “Navy wives should use Navy facilities.” 


TABLE XVI.—Frequency distribution of responses and percentage of 92 women 
citing each reason 


tisfactory experience 
tisfactory experience wit! 


ited ul tisfactory rience wit 
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4. Cost of prenatal care and delivery 

Very often, arrangements for paying the physician provided for a single pay 
ment including both prenatal care and the delivery. Table XVII below, there 
fore, presents the total cost for both types of service even though in some in 
stances a breakdown was possible. In some of the following categories are in 
cluded “package deals” which is a single cost for prenatal care, delivery, and 
hospital services. Wherever “package deals” were included in the following 
distribution, their number will be indicated: 42.4 percent of the women received 
prenatal care and delivery service at no cost to themselves or for a token amount 
The remaining percentage, 57.6 percent of the women paid some regular fee 
charged for their prenatal care; 2.1 percent of the total cases paid between $51 
and $75. All of these cases were “package deals.” Twelve and six-tenths per 
cent of the cases paid between $76 and $100 for the prenatal care and delivery 
Nine and five-tenths percent paid between $101 and $125, with one of these cases 
a “package deal.” Eighteen and six-tenths percent of the cases paid between 
$126 and $150, with two of the cases “package deals.” Nine and five-tenths per 
cent of the cases paid between $151 and $175, with three of the cases “package 
deals.” Five and three-tenths percent of the cases paid between $176 and $200 
None of the cases included in the last category were “package deals.” The 
above percentages are for 95 cases for which information for this item was 
available. 


TABLE XVII.—Frequency and percentage distribution of cost of prenatal care to 
95 women in the sample 


| | 


M ; ' } eo > 
Number = 95 Namber | oy 
Cost Cost—-C ontinued | 

1) None to $50 40) 42.4 (6) $151 to $175 : 9 9.5 
(2) $5! to S76 2 2.1 (7) $176 to $200 5 | 5 

3) $76 to $100 12 12.6 (8) Over $200 0 
(4) $101 to $125 9 9.5 Se aceai sare 

5) $126 to $150 18 18.6 thie leis 2 Piro, Sail 95 00.¢ 


5. Method of payment for prenatal care and delivery 

The methods of payment for prenatal care and delivery were analyzed under 
three Inajor headings: Agency subsidization, lump-sum payment, and install- 
ment payment. Each of the second two categories were broken down again into 
payments prior to or subsequent to delivery. A total of 42.5 percent of the 
cases received some kind of agency subsidization in connection with their pre- 
natal and delivery care. Of these, 38.1 percent of the cases received complete 
subsidization for this service; 4.4 percent of the remaining cases received partial 
subsidization. 22.8 percent of the cases made lump-sum payments for their pre- 
natal care and delivery. That is, they paid the complete bill at one time. Of 
this group, 14.1 percent of the cases paid for this service prior to delivery, 5.4 
percent of the cases made this payment subsequent to delivery, and 3.3 percent 
of the cases paid lump sums both prior to and subsequent to delivery. <A total 
of 34.8 percent of the women paid for their prenatal care and delivery on an 
installment basis. Of this group, 24 percent paid prior to delivery, 5.4 percent 
paid subsequent to delivery, and 5.4 percent paid both parties to and subsequent to 
delivery. In addition to the major categories listed above, 4.3 percent of the 
cases had not made arrangements for payment for their prenatal care and 
delivery and at the time of the interview did not know how they would do so 


6. Sources of money for prenatal care and delivery 

The categories set up for analyzing sources of money for prenatal care and 
delivery were similar to those utilized for analyzing the source of money for 
norma! living expenses. Again, we obtained multiple responses from the women, 
with results that the sum of the frequencies for the various categories total to 
more than the number of women interviewed. As can be seen in table XVIII, 
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there were two major categories, 39.2 percent of the cases received agency help ™ 
for payment of prenatal care and delivery, and 32 percent paid for the care, 
in whole or in part, out of their allotments and husbands’ incomes. The re- 
maining frequencies were fairly evenly distributed with some concentration 
in the category for income derived from wages received by the woman during 
her pregnancy and savings accumulated on the basis of the husband’s employ- 
ment prior to enlistment. 


Taste XVIII.—Frequency and percentage distribution of sources of money for 
prenatal and delivery cure of 97 women in the sample 


riendly loar 
Commercial loan 
Family contribution (other than loan 
Partial insurance cover 
Total insurance ¢ 
No plan or soure 
Agency supple 
No payment 
Other 


Total 


Il. THE HOSPIT 


1. Resource used for hospital care 

As can be seen in table XIX, 24.5 percent of the women utilized medical facil- 
ities operated by the Navy, 15.3 percent utilized county facilities, and 60.2 
percent utilized private hospital facilities. Of special interest is the high per- 
centage which utilized military facilities. Table XX lists the hospitals which 
vere used by the women interviewed during the sample week, and notes the 
number of women served by each. 


TABLE XIX.—Frequency and percentage distribution of the types of hospitals 
utilized by 98 women in the sample 


Agency help, as used in this report, means less-than-cost care provided by a medical 
linie and not relief assistance provided by a soclal agency. 
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TasLe XX.—Hospitals used by women in the sample by number of women 


Number of servicemen’s 


hospitalized 


Number of servicemen’s 








Hospital: wives hospitalized Hospital—Con. wives hospitalized 
Balboa Naval. _.......... wie 1 Altadena Community -._____ 1 
Port Hueneme . ae eo a ees 5 
(eens... S85 -= 20 rns see 1 
BORON, MOONE i ee 4 Pa a 1 
Los Angeles County, General___ 11 Re TO ke ee A ee 
St. Francis__-— J a3 3 Belvedere sok cea 1 ee 
Methodist. ee eet 4 | Women’s Hospital___..._...... 2 
White Memorial - 4} Glendale Community RE a 
San Pedro Community 4 | Valley Receiving inl 
Queen of Angels____-~-- 2 Lancaster___-—- perk cedeiente n 
San Fernando_- ee ou Japanese Hospital cite iderene 
Maywood________- 5 sneha’ Rose Hospital a eee I a 1 
RINE RID on cisinccrencenintomecss’ 0 | CRIS NINE seis trconis cio setpiolin conn 1 
Los Cerritos_____- F 1 | Angelus — ; ees ee oe 
Hollywood Presbyterian_.___- 2 | Long Beach Community_..-__. 2 
ae ie ale a 2 Pomona Valley a eetaaTe ent a 
Beverly TR 1 Torrance Hospital Ree 
Huntington Memorial a 2 Downey Community Hospital. 1 
Centinela anal sick 1 _-- 
California... ae 2 Total janes un BS 


2. Reason for selection of hospital utilized 

The six most important reasons presented for selecting the particular hospital 
utilized were as follows: 51.5 percent of the women gave as their sole reason, 
or as one of their reasons, the fact that convenience and accessibility influenced 
their choice of hospital. Their choice was usually stated in terms of location, 
of hospital facilities alternative to the ones utilized. For example, “I would 
have gone to Oceanside, but it was too far so I chose a private hospital near 
home.” Forty-two and three-tenths percent of the cases gave economy as the 
reason for their choice of hospitals, while 23.7 percent of the women stated that 
a previous satisfactory experience influenced their choice; 21.6 percent indi- 
cated that status (going where their friends go) considerations influenced their 
and 15.5 percent gave convenience of location as the reason for their 
choice ; 11.5 percent of the women gave lack of knowledge of alternative hospitals 
as the reason for their choice. It was interesting to note the difference in the 
percentages between the categories “Inconvenience of location of alternatives” 
and “convenience of location of facilities selected.’ Apparently the negative 
reason was in reference to a particular facility that would have been preferred, 
but was not utilized because of its location. On the other hand, the facility 
that was selected was not selected primarily because of its location. 


choice ; 





TABLE XNXI.—Frequency of response and percentage of 97 women, citing each 
redson 
y as Percent 
Number on 97 
1. Pre s Vv eX 23 23.7 
2. Pre I ( \ ve ; 3. J 
Ar t ce W ite itive s 5. 2 
4. Ecor 11 42 
5. 15 15 
6. Ir ) Ca fi ro) 1 
7. St i S 21 21.6 
&. Er g ( , 
9. I know t 1 11.3 
10. 0 7 7 
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3. Cost of hospital care.“ 


Seventeen and three-tenths percent of the women interviewed could not pro- 
vide information regarding the amount which they would be required to pay for 
their hospital care. It must be remembered that the women were interviewed 
while still hospitalized and some of them did not know what they would be 
charged for the in-patient service. Of the 81 for whom information regarding 
this item was available, the cost for hospital care for 19.8 percent of the cases 
was between 0 and $50; the cost for 7.4 percent was between $51 and $75; the 
cost of 22.2 percent was between $76 and $100; the cost for 18.5 pereent was 
between $101 and $125; the cost for another 19.8 percent was between $126 and 
$150; the cost for 7.4 percent was between $151 and $175, while the cost for 4.9 
percent was $176 or above. Two of the cases included in the $51 to $75 were 

package deals” which included payment for the prenatal and delivery care as 
well as for the hospital care. One of the cases in the $101-$125 in 

package deal” ; two of the cases in the interval $126—-8150 were “pa 


and three of the cases in the $151-—$8175 interval were ‘package deals.” 


Vethod of payment for hospital care 

The method of payment for hospital care was analyzed in a 
to that used for analyzing the method of payment for prenatal 
exception that a major insurance category was included in this analysis: 
percent ol the cases received agency subsidization (care less than cost in whole 
or in part; 11.6 percent of the cases received total subsidization, and the remain- 
ing 1.2 percent received partial subsidization. Fifty-seven percent of the women 
had paid or were planning to pay lump sums for their hospital care. Of this 
group, 24.5 percent of the women paid lump sums prior to delivery, 22.2 percent 
were planning to or had paid lump sums subsequent to delivery, and 10.5 percent 
were planning to or had paid lump sums both prior to or subsequent to delivery. 
The method of payment for hospital care fer 19.8 percent of the cases was in- 
stallment payments. Of this group, 2.5 percent of the cases jx: 1 al stall- 
ment basis prior to delivery; 16.2 percent planned to pay on an installment basis 
subsequent to delivery, and 1.1 percer f the cases planned to utilize the method 
of installment payment both prior to and subsequent to delivery. 

Four and eight-tenths percent of all the study cases were covered by 
3.6 percent of the cases had partial ce ge, and 1.2 percent of the 
total coverage. 

In addition to the above, 8.1 percent of the women 
ments for hospital payments and did not know at 
they would utilize for doing so. Although five 
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» delivery ; 7.2 percent indicated that they had pa 
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‘the women utilized more than one 
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ources of payment for hospital care 


As can be seen in table XXII, the five major sources 
for hospital care were “husband’s pay and/or allotment 
3.5 percent of the women; “the wife’s wages for employment during pregnanc) 
vhich was cited by 15.2 percent of the women; savings from “husband's earnings 
prior to enlistment,” which was cited by 14.1 percent of 
from current income” an friendly loan,” which wer 

the women 


‘The 
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TABLE XXII.—Frequency of response and percentage of 92 women, citing each 
source 


Num- | Percent Num- | Percent 
ber on 92 ber on 92 
(1) Husband’s pay and allot (7) Partial insurance 7 7.6 
ment 40) 43.5 (8) Agency 2 2.3 
(2) Wife's income 14 15.2 (9) Other 3 3.3 
(3) Previous savings 13 14.1 (10) No plan eas 6 6.5 
(4) Current savings 12 13.0 -- 
(5) Friendly loan 12 13.0 Total 122 
6) Family contributions 7 7.6 


THI. PEDIATRIC CARE 


The servicemen’s wives were interviewed within a few days following delivery. 
They, therefore, of course, had not as yet had any experience in using pediatric 
care services for their new child. However, they were questioned regarding 
projected plans for this service: 15.7 percent of the women planned to secure 
the services of a pediatrician for their child; 18 pereent planned to utilize 
the services of a general practitioner for this purpose; an additional 19.1 percent 
planned to utilize the services offered dependents at military hospitals; 4.5 per- 
cent planned to use private hospital clinics; and 22.9 percent planned to use 
clinics operated by local public health departments. This last group was in- 
fluenced somewhat by the interview itself, which served to make known the re- 
sources available. An additional 10.1 percent didn’t know at the time of the inter- 
views what plan they would follow, and a like percentage definitely had no plans. 


IV. HOSPITAL OR HEALTH INSURANCE 


In the course of the study, information was obtained regarding hospital or 
heaith insurance for obstetrical care, and hospitalization in connection with 
obstetrical care carried by the women interviewed. As can be seen in table 
XXIII, 85.7 percent of the women were not covered by either hospital or health 
insurance. Of the 14 women who did have some kind of coverage, 7 were in- 
sured under the Blue Cross plan, 1 was insured by the Angeles Hospital Bene- 
ficiary Society, 1 by the Paul Revere group insurance, and 1 by the Permanente 
plan. One of the women covered by Blue Cross was also covered by Blue Shield. 


In additional to the 10 above, 4 women stated that they were covered by some. 


insurance but did not specify the name of the particular insurance plan. As 
pointed out in the next chapter, insurance protection is definitely related to pay 
grade. 


TaBLe XXIII.—Frequency and percentage distributions of coverage by hospital 
or health insurance of the 98 women in the sample 


| 
| 
Number 


ag ee ol ia a sa ae toa cem et ee ici dealt ee lot a a | 14 14.3 
LD SERIES SE ah Soe Pasco tseslbeegee ties SAO tens Sir bra sh inde cn Gren seein eigen el 84 85,7 
PMs ticithincnie ta nipsdiia tas wenden he in ai ES Ba ra a | 98 | 100.0 





CHAPTER IV. ANALYSIS 


Certain of the data obtained in the course of the study were cross-tabulated 
so that patterns of medical services as related to a number of other factors 
could be identified. The pressures of time made completion of all of the perti- 
nent cross-tabulations impossible. The tables following were developed after a 
careful weighing of priorities. It is sincerely hoped that the relationships 
examined in this chapter are those with greatest importance to the immediate 
purposes of this study.” 


_ Relationships which appeared to be interesting, but which were believed to be of less 
importance than those herein presented, will be more fully explored prior to completion of 
the final report of this study. 
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When preparing and presenting the material contained in this chapter, two 
procedural policies were followed which need to be known by the reader so that 
proper interpretation will be assured: 

1. Because tables are difficult to read when frequencies and percentages are 
both indicated in each cell, the tables following contain percentages only. It 
was Originally planned to present the source tables in an appendix attached to 
this report. Stringent time pressures, however, require that this report be com- 

eted prior to compilation of the appendix. 

» Where necessary, the relationships analyzed were restricted to “pure cases.” 

is means that in those instances where resources utilized for a particular kind 

medical care are related to other factors in the text, the women utilizing a 
ombination of resources were excluded from the analysis because they were 
mpossible to classify. Those cases for which no information was available in 
espect to a particular item were also excluded when that particular item was 
heing subjected to analysis. Whenever an analysis was based on less than the 

tal number of cases, this fact is stated in the title accompanying each table 

r in the text. 

I. PRENATAL CARI 


Resource used for prenatal care related to time of first care 


As shown in table XXIV, the women who utilized the services of a private 
physician or the services provided by a clinic operated by a private hospital 
sought prenatal care at an earlier time in pregnancy than was the case with 
women utilizing facilities operated by the military or by the local public health 
departments. 

Bichty-one and nine-tenths percent of the women utilizing the services of a 
private physician and 80 percent of the women using the private hospital clinics 
received service during or prior to the third month of pregnancy, as against 61.1 
percent of the women utilizing the military facilities and 54.5 percent of the 
vomen utilizing public health department facilities. 


TasLE XXIV.—Percentage distribution of time of first prenatal care by resource 
used for prenatal care by 67 women in the sample 


Private 
’ } bstetrical 
rime of first care Military County obstetrical 
’ and general 

practice 


Private 
hospital 
clinic 


to 3 months 
month 0 


to 9 months 6.7 ] 3 Hw 


U 


Total 100. 0 


2, Resources used for prenatal care related to reasons for selecting resources 


When the kinds of resources utilized for prenatal care were related to the 
reasons offered by the servicemen’s wives for their choices, some interesting 
omparisons were found. 

Seventy-two and seven-tenths percent of the women utilizing military resources 
and 638.6 percent of the women utilizing local public health department clinics 
gave economic considerations as at least one of their reasons for this choice as 
against 2.5 percent of the women utilizing the services of a private physician and 
28.6 percent utilizing clinics operated by private hospitals. The reason which 
stressed the inconvenience of location of alternative resources was cited by 37.5 
percent of the women utilizing the services of a private physician, 85.7 percent of 
the women utilizing private hospital clinics and 63.6 percent of the women utiliz- 
ing local public health department clinics, as compared with 4.5 percent of the 
women utilizing military clinics. Fifty-two and five-tenths percent of the women 
utilizing the services of a private physician and 42.8 percent utilizing clinics oper- 
ated by private hospitals cited previous satisfactory experiences as the reason 
for their choice as against 9.1 percent of the women utilizing military clinics and 
“2 percent of the women using public health department clinics. 

It is important to note that none of the women using military, private hospital 

public health department clinics indicated that they anticipated unsatisfactory 
xperience with alternative, i. e., services of a private physician. 
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For the women utilizing the services of private physicians for prenatal care, 
the reasons were: “Previous satisfactory experience,” “anticipated unsatisfac- 
tory experience with alternative,’ “inconvenience of location of alternative,” 
“status considerations,” and “lack of knowledge of alternatives.” For the women 
utilizing military clinies for prenatal care, “economy” was the important reason. 
For the women utilizing public health department clinics for prenatal care, the 
primary reasons were “economy,” “inconvenience of location of alternative,’ 
and “convenience of location” of resource selected. For the women utilizing 
private hospital clinics for prenatal care, the reasons were “inconvenience of 
location of alternatives,” “status,” and “previous satisfactory experience.” 

3. Resource used for prenatal care related to cost for prenatal care and delivery 

The resource used for prenatal care was related to the cost for prenatal care 
and delivery. As could be expected, the average cost for specialized private 
care proved to be greater than the average cost for nonspecialized private 
care, 

Forty-four and four-tenths percent of the women utilizing the services of a gen- 
eral practitioner paid $100 or less as against 15 percent of the women utilizing 
the services of an obstetrician. Fifty percent of the women utilizing the services 
of a general practitioner paid between $101 and 8150 as compared to 40 percent 
of the women utilizing the services of an obstetrician. Five and six-tenths per- 
cent of the women utilizing the services of a general practitioner paid more than 
$150 for prenatal care and delivery as compared to 45 percent of the women 
using services of an obsfetrician for these purposes; and whereas none of the 
women utilizing the services of a general practitioner paid more than $175, 20 
percent of the women utilizing the services of an obstetrician paid between $176 
and $200. Most of the women, 95.5 percent, utilizing military facilities for their 
prenatal care and delivery paid $50 or less. 

The two significant groupings for the women utilizing private hospital clinics 
for their prenatal care were in the $151 to $175 category and the none to $50 
category. 

The explanation for the substantial difference in the amount paid by these 
women is that some of the women were delivered in hospitals operated by a pub- 
lic agency, either county or military, which meant that there was no cost for 
delivery, while some of the women, 42.8 percent, were delivered in private hos- 
pitals. 

All of the women utilizing resources operated by local public health depart- 
ments for the prenatal care paid $50 or less for their prenatal care and delivery 
service. 


' 


}. Cost of prenatal care and delivery related to method of payment 

No relationship was found between amount paid for prenatal care and delivery 
and method of payment. 

5. Serviceman’s pay grade related to resources used for prenatal care 

As can be seen in table XXV, wives of servicemen in the first two pay grades 
distribute fairly evenly into the various types of resources available for pre- 
natal care. At the third and fourth pay grade level the servicemen’s wives 
cluster in the category in which prenatal care was received through arrange- 
ments with a private physician. At the fifth and sixth pay grade level the 
servicemen’s wives cluster in the category in which military clinics were 
utilized. The wives of all the servicemen. in the seventh pay grade utilized 
the services of private physicians. 

It is important to note a significant shift in the kinds of free facilities utilized 
by the wives of men in the first three pay grades when compared to the wives 
of men in the fourth and fifth pay grades. The wives of the men in the lower 
pay grades sought out the services offered by public health departments whereas 
the wives of men in the fourth and fifth pay grades sought out the services 
offered by military clinics for prenatal care. This latter may be associated with 
strong Navy or military identification of the wives of men who have been in 
service longer. The seventh pay grade offers a distinet change in type of serv 
ices utilized for prenatal as well as other care. 
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TABLE XXV.—Percentage distribution of type of prenatal care utilized by wives 
of servicemen in each of the pay grades for 81 women in the sample 


| | j | 
| inet o in | 
Resource used | Firstand) ppira | Fourth | Fifthand) seventh 
second sixth | 
| 
| | 
Obstetrical and general practice ---.._._._-- : | 30 51.7 | 55.5 36.8 | 
Military . ; ean san 20 17. : 27.7 ) 
Private hospital clinic —------ pe ge 30 6.9 | 
Public. . - Whamead ‘ aa eee } 20 24. ‘ 
None....- 


oO | 
5.6 
0 


Total _ - r a, Latee 28 100 100. 100. 0 100. 0 


6. Serviceman’s pay grade related to reasons for selection of resource used for 
prenatal care 

The serviceman’s rank or pay grade was related to the reasons given by his 
wife for the selection of the resource used for prenatal care. As can be seen in 
table X XVI, the reasons given by the wives with husbands in the first and second 
pay grades cluster in the categories indicating economic considerations and in- 
convenience of location of resource alternative to the one used. 

Sixty percent of these women gave economy as at least one of their reasons 
for their choice, and seventy percent gave inconvenience of location of alterna- 
tives as at least one of their reasons for their choice. 

The reasons given by the wives of the men at the third pay-grade level clustered 
in the two categories indicating previous satisfactory experience with the re- 
source used and inconvenience of location of alternative resources. Forty-four 
and four-tenths percent of these women mentioned previous satisfactory experi- 
ences as at least one of the reasons for their choice and forty-eight and one-tenth 
percent of these women gave inconvenience of location of alternatives as at least 
one of the reasons for their choice. 

The wives of the servicemen at the fourth pay-grade level clustered in the 
two categories indicating previous satisfactory experience and economy. 

Forty-one percent of these women gave previous satisfactory experience as at 
least one of their reasons and thirty-five and three-tenths percent gave economy 
as at least one of their reasons for their choice. 

The only significant clustering of reasons associated with the wives of the men 
at the fifth and sixth pay-grade levels was in the economy category. Forty-one 
and two-tenths percent of these women indicated economy as at least one of the 
reasons for their choice. 

The wives of the servicemen at the seventh pay-grade level gave reasons which 
clustered in three categories. Sixty percent of the wives gave previous satis- 
factory experience as at least one of the reasons for their choice; forty percent 
gave anticipated unsatisfactory experience with alternatives as the reason for 
their choice, and forty percent indicated status considerations as influencing 
their choice. 


TaBLE XXVI.—Percentage distribution of reasons for selection of prenatal care 
by husband’s pay grade for 76 women in the sample 


Reason and 


Third | Fourth and 
sixth 


second 


First | Fifth 
| 


Previous satisfactory experience Nnnwiditinadiene 10.0 | 
Previous unsatisfactory experience 
Anticipated unsatisfactory experience with alterna- | 

tives. re ae es ie , 10.0 
Economy ae Pee en ‘ - oo. 0 
Convenience of location iin : xe 
Inconvenience of location of alternatives 70.0 
Status consideration. ---- aes ‘ 0 
Objections to waiting... 
Lack of knowledge 
UNE sacadsies 
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II, HOSPITAL CARE 


1. Resources used for hospital care related to reasons for selection 


Resources used by the women for hospital care were related to the reasons for 
selection of the particular facility. Bconomic considerations were given as at 
least one of their reasons by 100 percent of the women utilizing military hos- 
pitals, 80 percent of the women using public hospitals, and only 8.6 percent of 
women using private hospitals. 

Another interesting comparison was in terms of the reason which stressed the 
inconvenience of location of a desired alternative facility; 60 percent of the 
women utilizing public hospital facilities and 69 percent of the women utilizing 
private hospital facilities gave this as a reason, in contrast with 4.2 percent of 
the women using military hospital facilities. 

Twenty-seven and six-tenths percent of the women utilizing private hospital 
facilities and thirty-three and three-tenths percent of the women utilizing pub- 
lic hospital facilities cited previous satisfactory experiences as the reason for 
their choice as compared with 8.3 percent of the women utilizing military hospital 
facilities. 

Twenty-seven and six-tenths percent of the women using private hospital facil- 
ities and twenty and eight-tenths percent of the women using military facilities 
gave status considerations as the reason for their choices. None of the reasons 
for selection of the women using public hospitals indicated the concern for status 
which was evidenced in the responses of the women using the two alternative 
types of hospital resources. The remaining reasons given for selection were 
fairly evenly distributed, regardless of the hospital resource utilized. 


2. Resource used for hospital care related to cost for hospital care 


There was found to be a fairly even spread of amounts paid for hospital care 
by women using private hospitals. Seven and eight-tenths percent of the women 
using private hospitals paid between $51 and $75, twenty-three and five-tenths 
percent paid between $76 and $100, twenty-seven and five-tenths percent paid 
between $101 and $125, twenty-seven and five-tenths percent paid between $126 
and $150, and thirteen and seven-tenths percent paid between $151 and $200. 
The majority of the women, 83.3 percent, using public hospital facilities, paid 
between $76 and $100 for their hospital care. The remaining 16.7 percent paid 
between $101 and $125. All the women utilizing a military hospital paid $50 
or less for their hospital care. 

This analysis was limited to 73 women, which excludes the women for whom 
no information was available regarding the amount of cost for hospital care 
and the women who utilized “package deals.” 


8. Cost of hospital care related to method of payment for hospital care 

Very little difference was found in the method of payment for hospital care 
regardless of the cost of hospital care with one exception: Where the cost was 
$50 or less, 76.9 percent of the cases received agency subsidization (fee less than 
eost) at least in part. Aside from the above exception, regardless of whether 
the cost was as low as $51 or as high as $200, lump-sum payments was the 
method most frequently utilized for meeting hospital costs. That is, higher 
hospital costs did not lead to installment payments. 
4. Order of birth related to the resource used for hospital care 

First pregnancy was apparently related to the resource used for hospital care 
Two-thirds of the women interviewed for whom this was the first delivery utilized 
private hospital resources as against two-fifths of the women for whom this was 
a second delivery. Expressed in percentages, 64.7 percent of the women for 
whom this was the first child were delivered in a private hospital as against 
38.9 percent of the women for whom this was a second delivery. It is possible 
that this may be a spurious relationship more adequately accounted for by other 
factors, that is, the women delivering second children may be older women, 
which, in turn, may mean that they were married to men in the upper pay grade 
leveis and were more inclined to use military resources for hospital care be- 
cause of greater military identification or less financial help from parents. In 
this connection, a higher proportion of older couples were found to have inde- 
pendent households. There were too few women delivering third and fourth 
children for any significant conclusions to be drawn about this group. 
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5. Serviceman’s pay grade related to reasons for selection of resource for hospital 
care 

As in the case with prenatal care, the serviceman’s rank or pay grade was 
related to the reasons given by his wife for her selection of the particular resource 
utilized for hospital care. The wives of men in all seven pay grades offered 
inconvenience of location of alternative resources as one of the major reasons 
for the selection of the particular resource utilized. 

The wives of men in pay grades 1, 2, 3, 4, 5, and 6, gave reasons reflecting 
economic considerations for their choice. At the fifth and sixth pay grade levels, 
economy considerations appeared to be even more important than at the lower 
pay grade levels. The wives of the men at the seventh pay grade level, in addi- 
tion to the reason indicating inconvenience of location of alternative resource, 
gave reasons indicating previous satisfactory experience, anticipated unsatis- 
factory experience with aiternative resources, convenience of location of the 
resource utilized and status considerations. 


6. Serviceman’s pay grade related to resource used for hospital care 

When the serviceman’s rank or pay grade was related to the resource utilized 
by his wife for hospital care, it was interesting to note that the hospitals operated 
by the military appeared more often as the men achieved higher ranking except 
at the seventh pay grade level. The wives of men at this level utilized private 
hospital facilities exclusively. The majority of the wives of men in each pay 
grade level utilized private hospital facilities. Military hospitals were second 
in frequency of use at the fourth, fifth, and sixth pay grades while public hospitals 
were second in frequency of use at the first, second, and third pay grades; 40 
percent of the women whose husbands were at the fourth pay grade level and 
40.9 percent of the women whose husbands were at the fifth and sixth pay grade 
levels utilized military hospitals as compared with 7.7 percent of the women 
whose husbands were at the first and second pay grade level and 12.1 percent of 
the women whose husbands were at the third pay grade level. 

Table XXVII which follows, shows this pattern of hospitai services as asso- 
ciated with pay grade. 


TABLE XXVII.—Percentage distribution of resource used for hospital care by 


husband's pay grade of 98 women in the sample 


Resource First and Third | Fourth Fifthand Seventh 


second | sixth 


7.7 12.1 40.0 40.9 
23.1 21.2 | 8.0 13.6 
69. 2 66.7 | 52.0 45.5 


100.0 | 100. 0 100. 0 100 


III. PEDIATRIC CARE 


1, Order of birth related to projected plans for pediatric care 

The order of birth has been related to projected plans for pediatric care, since 
it was believed important to uncover the kind of services which women delivering 
their first child would tend to seek out as compared with women delivering their 
second or subsequent child. 

Forty-seven and two-tenths percent of the women delivering their first child 
planned tq utilize the services of a private physician for the medical care of 
the new infant. Twenty-two and six-tenths percent of these women planned to 
use the services of a pediatrician and 24.6 percent planned to use the services of a 
geheral practitioner. 

In contrast with these women, 88.2 percent of the women delivering their 
second child planned to use the services operated by public agencies, either mil- 
itary or public health, for the medieal care of the newborn child. Forty-one and 
two-tenths percent of these women planned to utilize clinics operated by the 
military, and 47 percent planned to use clinics operated by local pub- 
lic health departments. The number of women delivering their third or sub- 
sequent child was too small for consideration. 
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2. The serviceman’s pay grade related to projected plans for pediatric care 


Some interesting relationships were found when the serviceman’s rank or pay 
grade was related to his wife’s projected plans for pediatric care for the newborn 
infant. 

The primary clusterings for the wives with husbands at the first and second pay 
grade levels were in the categories indicating plans to use the services of a 
private physician (37.5 percent) and plans to use the services of clinies operated 
by local public health departments (37.5 percent). 

The wives of the husbands in the third pay grade clustered in two categories: 
25.8 percent planned to use clinics operated by local public health departments, 
and 22.6 percent planned to use the services of a general practitioner. 

The wives of servicemen in the fourth pay grade clustered in two categories: 
25 percent planned to use clinics operated by local public health departments, and 
20.5 percent planned to use clinics operated by the military. 

The significant category, 36.4 percent, for women with husbands at the fifth 
and sixth pay grade levels, was the one in which plans centered around utilizing 
clinics operated by the military. 

At the seventh pay grade level, the wives planned to use the services of pri- 
vate physicians exclusively. The 40 percent who did not plan to use the services 
of a private pediatrician planned to use the services of a private general 
practitioner. 

It is interesting to note that plans to use the services of a pediatrician were 
most frequent in the highest and lowest pay grades; 60 percent of the wives of 
the men in the seventh pay grade and 25 percent of wives of men in the first 
and second pay grades planned to use the services of a pediatrician in contrast 
to 9.7 percent of the women whose husbands were at the third pay grade level, 
8.3 percent of the wives whose husbands were at the fourth pay grade level, and 
18.2 percent of the wives whose husbands were at the fifth or sixth pay grade 
levels. 


TABLE XXVIII.—Percentage distribution of projected pediatric plan by husband's 
pay grade for 89 women in the sample 


| | 
h |Fifth and 











Pi First and| ny; af 
Type second | Third Fourt | sixth | Rovents 
DPURRRRRIEIIIOIEN, «a0 20sUS scudisicascdcanbeoenns 25.0 | 9.7 8.3 | 18.2 | 60.0 
Private goneral practioner. ... . 2222. ssncneesee es 12.5 | 22. 6 | 16.7 | 9.1 40.9 
Military clinic Saicy ccenlananacawewradengrancoelehecmecss 12.9 | 20. 8 | 36. 4 | iciaeitiate dia 
ik UY Seer 12.5 6.4 |...-- — 4.5 |.-------.- 
I es inn enna egeletnen 37.5 | 25. | 25.0 BD: 4s ao cenc 
None “va a es eae as ae aia 12.5 12.9 | 12.5 OS tinct shoes 
RIN 8 2 8 8 oN ie 4 Bhd ieee bein ee 9.7 | 16.7 | ie a ae 
a ag ee ee ad | 100.0 100. 0 100.0 100.0 | 100.0 


| 


It should be noted that part II of the study will offer a more realistic picture 
of pediatric care patterns in the serviceman’s family. 


IV. OVER-ALL PATTEKNS OF MEDICAL SERVICES 


1. Consistency in use of prenatal and hospital care 

As would be expected, the women interviewed were fairly consistent in the 
kinds of resources they used for both prenatal and hospital services. That is, 
89.4 percent of the women who received their prenatal care from a military 
clinie also received their hospital care from a military facility; 61.5 percent 
of the women who received their prenatal care from a clinie operated by a public 
heaith department also received their hospital care from a public hospital; and 
90.2 percent of the women who received their prenatal care under arrangement 
with a private physician also received their hospital care at a private hospital. 

Two possible reasons for this consistency in choice between prenatal and 
hospital care are suggested: (1) The women’s preferences or their personal 
circumstances influenced their choice, and since these preferences and circum- 
stances are consistent, their choices are consistent; (2) the pressures exerted 
on the women through counseling are such that if the women utilized a particular 
prenatal resource, they were channeled into the use of a like resource for hospital 
care. The first possibility would suggest that the three different kinds of re- 
sources serve essentially different populations with different sets of preferences 
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or circumstances and perhaps different characteristics. The second explanation 
suggests that the women do not have a free choice when selecting the hospital 
resource; that the facility used is conditioned by the referral made by the clinic 
used, or by the hospital connection of the physician used. 


TABLE XXIX.—Percentage distribution of resources used for hospital care related 
to resources used for prenatal care for 83 women of the sample 
Hospital resource 
Prenatal resource ike seid Reiasecaetalendbannliaid pains 


filitary County Private 





Military 
County 
Private ak 
| 


WR é0ns0 meade 7 100. 0 | 100. 0 


2, Resources used for prenatal care related to, projected plan for pediatric care. 

An interesting consistency in choice emerged when the resource used for pre- 
natal care was related to projected plans for pediatric care for the new infant. 
Those women who utilized a specialist for obstetrical care in the main planned 
to use a specialist for pediatric care as well; that is, 61 percent of the women 
who utilized the services of an obstetrician planned to avail themselves of the 
services of a pediatrician for their new child. Fifty-five and five-tenths per- 
cent of the women who utilized the services of a general practitioner for 
obstetrical care planned to utilize the services of a general practitioner for the 
medical care of their new child. Fifty-two and three-tenths percent of the 
women who utilized a military clinic for prenatal care planned to use a military 
clinic for the medical care of their new child. 

The women who utilized private hospital clinics for prenatal care were 
divided in their plans for their children. Fifty percent planned to use the 
services of a private hospital clinic and 50 percent planned to use clinics operated 
by local public health departments. Seventy-seven and eight-tenths percent of 
the women who utilized clinics operated by local public health departments for 
prenatal care also planned to use clinies operated by local public health depart- 
ments for the medical care of their children. Even the woman who received no 
prenatal care was consistent—she did not know what kind of care, if any, she 
would obtain for her child. 


8. Reasons for selection of resources used for prenatal care related to reasons 
for selection of resources used for hospital care. 

When reasons for selection of resources used for prenatal care were compared 
with reasons for selection of resources used for hospital care, the following 
relationships were found: 48.5 percent of the women who gave previous satis- 
factory experience as one of the reasons for the choice of resource used for 
prenatal care also gave this reason for the choice of resource used for hospital 
care. Eighty-four and eight-tenths percent of the women who gave economy 
considerations as one of the reasons for choice of resource used for prenatal care 
gave a similar reason for their choice of resource used for hospital care. Eighty- 
eight and two-tenths percent of the women gave inconvenience of location of 
alternative resources as one of the reasons for their choice of resources used for 
both prenatal care and hospital care. 

Each of the women giving a time problem in reaching the clinic as one of the 
reasons for selecting the resources used for prenatal care also gave inconvenience 
of location of alternative resources as one of the reasons for selecting the facility 
used for hospital care. A substantial number of women, 71.4 percent, giving 
previous unsatisfactory experience with alternatives as the reason for selecting 
the resource used for prenatal care, also gave inconvenience of location of alter- 
hative resource as the reason for selecting the facility used for hospital care. 


4. Sources of money for normal living expenses compared with sources of money 
used for payment of prenatal and delivery care and the sources of money 
used for payment of hospital care 

The sources of money available to the women interviewed for their normal 
living expenses were compared with the sources used for payment of prenatal 
and delivery care and the sources of money used for payment of hospital care. 
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As has been noted, there is much more parental subsidization for normal living 
expenses than there is for the meeting of medical bills. Whereas the wife's 
parents or the husband’s parents of 57 percent of the women contributed to their 
normal living expenses, only 6.2 percent contributed toward payment of the pre- 
natal care and 7.6 percent contributed toward payment of the hospital care. Ap- 
parently, although more than half of the women received parental help with 
their normal living expenses, they met their medical expenses either by them- 
selves or with agency help. 

Agency subsidization played a more important role in connection with pre- 
natal care than was the case with hospital care. Whereas 39.2 percent of the 
women received subsidy from an agency for payment of the cost for prenatal 
care, 2.3 percent received subsidy from an agency in connection with meeting 
the costs of hospital care. 


5. Serviceman’s pay grade related to source of money for normal living expenses 

The serviceman’s rank or pay grade has been related to source of money for 
other living expenses in order to determine whether or not a different pattern 
for meeting normal costs of living would be found to be associated with the 
different pay-grade levels. The one important difference was in terms of family 
heip, i. e., financial help given to the serviceman’s wife by either her parents 
or the serviceman’s parents; 69.2 percent of the women whose husbands were 
at the first and second pay-grade level; 66.7 percent of the women whose hus- 
bands were at the third pay-grade level; and 75 percent of the women whose 
husbands were at the fourth pay-grade level received family help for meeting 
their normal living expenses, as compared to 35 percent of the women with 
husbands at the fifth and sixth pay-grade levels, and 20 percent of the women 
with husbands at the seventh pay-grade level. 


TABLE XXX.—Percentage distribution of sources of normal living expenses by 
pay grade of husband for 92 women in sample 


| 
Fifth and 





ae | 
Source en Third Fourth sixth | Seventh 
Husband’s pay si : pokes caso 61.5 | 86.7 66.7 | 95.0 100.0 
Wife’s income | 7.7 i 26.7 4.2) 20.0 Fi 
Savings, previous o ] | 20.0 
Friendly loan ; } 7.2 | 4.2 | 5.0 |. , 
Family __- - ; ae 69. 2 66.7 | 75.0 35.0 20.0 
Agency oe a0 | a 
No source _-- ac o~t - j ° -- 
Other ; | ie 8.3 20.0 
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6. The serviceman’s rank or pay grade related to the cost for total medical care 
(prenatal care, delivery, and hospital service) 

The serviceman’s rank or pay grade was related to the total cost for maternity 
eare for his wife. Apparently the amount spent for maternity care decreases 
as the pay grade or rank becomes higher, with the exception that at the seventh 
pay-grade level the trend is sharply reversed. The heavy clustering for women 
with husbands in the first, second, and third pay grades was in the $101 to $150 
category. In contrast with this, the heavy clustering for women with husbands 
in the fourth, fifth, and sixth pay-grade levels was in the 0 to $50 category. 
Most of the women whose husbands were at the seventh pay-grade level, however, 
paid between $251 to $300 for their maternity care. 

The women with husbands in the first three pay grades tended to utilize private 
hospitals more than those with husbands in the fourth, fifth, and sixth pay-grade 
levels; the latter tended to use military hospitals to a greater degree. The 
women with husbands in the seventh pay-grade level were found to use private 
hospitals exclusively. 

The explanation for this inverse relationship of pay grade to cost for care 
in the six lowest pay grades may be varied. The income available to the women 
would, of course, represent part of the answer. Although the men in the fourth, 
fifth, and sixth pay grades received more pay, there was less parental contribu- 
tion in the cases of these families than was the case with the men in the first 
three pay grades. The men in the seventh pay grade had sufficient income 
to offset the lack of parental contribution. 
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Another possible explanation is order of birth. There is apparently a greater 
tendency for receiving care in a private hospital in connection with a first 
delivery than is the case with the second and subsequent deliveries. The wives 
of the servicemen in the fourth, fifth, and sixth pay grades were older and 
therefore were more likely to be delivering their second or subsequent child 
than the women whose husbands are in the first three pay grades. 

Another explanation is the possible operation of an identification with the 
military. The women with husbands in the fourth, fifth, and sixth pay-grade 
levels may have had a greater military identification than those with husbands 
in the first three pay grades and may, therefore, have sought out military re- 
sources more frequently. A greater knowledge of the availability of military 
resources on the part of the higher pay grades might also affect choice of facility. 

Senator Lenman. May I ask you the same question that I asked 
Dr. Hamilton. As I understand it, the objection of the American 
Medical Association to these two bills is based solely on the associa- 
tion’s belief that no need for a national program of care of service- 
men’s families has been shown ? 

Dr. Crawrorp. That is exactly correct, Senator. 

Senator Leuman. Thank you very much. 

Have you any questions, Senator Hill ? 

Senator Hiri. Doctor, I commend you on what you have done. 
am sure you must have devoted a lot of your own personal time. 

Dr. Crawrorp. My family says too much. 

Senator Hitt. And you showed a fine sense of patriotic responsi- 
bility in doing this and endeavoring to get this information. 1 hope 
you are also thinking and planning in terms of what should be done 
if you reach a cone lusion that there is a real need. 

In that connection, I hope you are thinking in terms of prepaid 
voluntary health insurance. I think that anything we can do to give 
that an impetus, would not only be beneficial from the standpoint of 
taking care of the wives and children of our enlisted men, but would 
also be a fine thing so far as the future of the country is concerned. 

Dr. Crawrorp. I agree 100 percent with that, Senator Hill. The 
American Medical Association is eager to do anything it can to help 
voluntary insurance of the type you mention. I am not on the insur- 
ance committee, but I know they are eager to do that, and I as a doctor 
feel that anything we can do to make these people feel that they are 
independent, that they are self-suflicient, that they can step up and of 
their own accord see their way through hurdles or obstacles, if we can 
do something to promote that, then we are making a contribution to 
the things that made this a great country. I firmly believe that. 

Senator Hunn. Thank you, sir. 

Senator Lenman. Doctor, you understand, of course, that neither 
of these bills provides for Federal administration. 

Dr. Crawrorp. Yes; they do. 

Senator Lenman. That is, administration of the program would be 
delegated to the States. I hope you also understand that the provisions 
of the bills would authorize the States to cooperate with the voluntary 
insurance agencies, such as the Blue Cross and the Blue Shield, or 
contract directly with medical societies or individual doctors. 

Dr. Crawrorp. I do, Senator. We have given a lot of thought to 
the things that you and Senator Hill have mentioned. What if the 
time does come? We have said, “Let us be prepared to do it.” And 
{ think your bill has been admirably drawn with that in mind, and if 
we get into an all-out war, where we have to have something like this, 
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then you will find us 100 percent behind you in our way of contribut- 
ing to the administering and working of a bill of the type that you 
have drawn up, trying to overcome many of the things that were 
hurdles in the operations of EMIC in the last war. Much of our talk 
has been, “if we do have to have it, how can we be helpful ?” 

Senator Leruman. Thank you very much. 

Dr. Crawrorp. Thank you for your consideration. 

Senator LenmMan. I understand Dr. Burney is here now. Dr. Bur- 
ney, will you identify yourself for the record. 


STATEMENT OF DR. L. E. BURNEY, STATE HEALTH COMMISSIONER 
OF INDIANA, AND PRESIDENT, ASSOCIATION OF STATE AND 
TERRITORIAL HEALTH OFFICERS 


Dr. Burney. Yes, sir. My name is Dr. L. E. Burney. I am the 
State Health Commissioner of Indiana, and the president of the Asso- 
ciation of State and Territorial Health Officers, which group I am 
representing here today. Our association comprises the directors of 
the official health programs of the 48 States, the District of Columbia, 
and the four Territories, Alaska, Hawaii, Puerto Rico, and the Virgin 
Islands. 

I think for the matter of conciseness, and since my testimony is not 
very long, I will read it, Senator. 

Senator LenMan. Very well. 

Dr. Burney. The opportunity to present the views of our members 
on §. 2337 and 8. 1245 is sincerely appreciated. You and the other 
Members of the Senate have demonstrated a real interest in the health 
of the people of our country by your past consideration and approval 
of desirable legislation in the field of health. I hope that my com- 
ments, based upon the observations and experiences of the official 
health officers of the States and Territories, will be of some assistance 
to you in your consideration of these two bills. 

Maternal and child health programs normally constitute a major 
activity of State and Territorial health departments. The emergency 
maternal and infant care program of World War II was administered 
by these official health departments. 

The EMIC program was established by Congress during World 
War IT as a result of the difficulty experienced by servicemen in the 
lowest pay grades in securing medical and hospital care at the time 
of birth of anew baby. Inadequate finances, lack of facilities, and the 
problem of nonresidency were three of the major factors contributing 
to this situation. The morale of the servicemen and the health of 
their wives and infants were adversely affected. 

The State and Territorial health departments received unmatched 
funds from Congress through the Children’s Bureau for the opera- 
tion of the program. ‘These funds were available for: 

(1) Maternity care—prenatal, delivery, and postnatal. 

(2) Care of any illness of the mother during the prenatal and post- 
natal periods. 

(3) Preventive and curative care of the infant during the first year 
of life. 

Approximately 1,200,000 mothers and 230,000 infants received 
service under this program. 
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I wish it were possible for me to present statistics that would indi- 
cate the effect of the EMIC program on the Nation’s health and wel- 
fare. Such statistics are not available; however, it can be stated that 
during the past half century the efforts of health agencies directed 
toward improving maternal and child health have had as favorable 
effect on morbidity and mortality rates as any activity in which they 
have engaged. 

Reports ‘indicate there are approximi ately 3,500,000 members in the 
Armed Forces in 1952. At least 3,000,000 of these are enlisted men. 
It is estimated there will be about 200,000 births to wives of enlisted 
men in 1952. Military personnel and facilities will provide care for 
about 75,000 of these births. This leaves approximately 125,000 wives 
who must seek medical and hospital care for themselves and their 
infants through their own financial resources, their families’ assist- 
ance, and community agencies. 

The legislation under discussion would provide Federal govern- 
mental assistance beyond that currently provided for the medical 
care of civilian depe ndents of military personnel. 

ast basic questions are raised by this proposed legislation. 

1) Is there a need for additional assistance to the wives and infants 

of tiated servicemen ¢ 
(2) If so, how can it most effectively and economically be provided, 
utilizing our experience with the E MIC program in World War I? 

Our executive committee stated in March 1951, that— 

At the present time there is insufficient evidence to justify support of a new 
EMIC program although it (the executive committee) is prepared at any time 
to review its decision should additional information of justification be presented. 
The entire membership of our association unanimously approved this 
policy y at a meeting in December 1951. 

Senator Hinz. You speak about the entire membership. I take it 
that means at least one representative from every State and the Dis- 
trict of Columbia? 

Dr. Burney. Yes, sir. We have an annual meeting, Senator, in 
Washington, with the Surgeon General of the Public Health Service, 
and the Chief of the Children’s Bureau. 

Senator Hiri. And that member would under normal circum- 
stances be the State health officer ? 

Dr. Burney. Yes, sir. 

Senator Hitz. If he were sick or otherwise engaged so he could not 
come he would send his assistant, but that assistant would be speaking 
for him? 

Dr. Burney. He has to have a proxy from the member in order to 
sit in at the meeting. 

A detailed inquiry was sent to all members of the association in 
January 1952 in an attempt to elicit additional facts and opinions that 
they had on the need for this legislation. I have copies of that 
questionnaire. 

Replies were received from 25 States and one Territory. 

Two of the questions asked are as follows: 

(1) Judging from contacts you and your staff have made, would you say that 
a significant number of the following groups believe there is a definite need for 
a supplemental program for maternity and infant care? 
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Yes No 
I OP te aE ce dal eee anendawedmente bake 2 18 
(6) Local health departments WF dine aitnudtiabeddsek adadn eek ees ohn ee 1 19 
(c) State and local welfare departments Lethe cwdishubshulsbbibartaesatesdtbek wagbe boy 5 15 
NN ee ee ee nnn nn te eksbanbsabanaaapeanioine § 9 
(e) State and local American Legion posts................-......-------------------- + 20 


(2) Do you, as an individual, believe that a definite need exists (to the State 
health officer) ? 





Yes No 


Pa gestae icdeemtaaesre tee aNg em arate tees ae kena evieaketetan 4 22 





Answers to question above 





Some of the more pertinent narrative statements are presented in 
the following paragraphs: 

Minnesota : Physicians and local health departments indicated there 

vas no definite need. State and local welfare, Red Cross, and Amer- 
ican Legion departments indicated a need. The State health officer 
stated that adequate facilities are available and probably meet the need 
in Minneapolis and St. Paul. Reports from rural areas indicate a 
need for a supplemental program. The State child-welfare chairman 
of the American Legion had a total of 487 requests for assistance up 
to June 1951. All were found to be hardship cases on investigation. 

This is a direct quote, Senator, from the State health officer in 
Kentucky : 

At the present time the military hospitals are meeting these needs adequately. 
Increased inductions may change this situation, however. 


Nevada: : 


The State commander of the American Legion and the State child-welfare- 
committee chairman were personally contacted. Neither knew of any specific 
instance in the past year where the wife or child of a man in military service 
had had difficulty in obtaining medical or hospital care. In their opinion there 
is no definite need at the present time for an EMIC program. 


Nebraska: Various groups in Nebraska reported approximately 474 
requests for obstetrical care and 199 for infant care. 


From available information, there is a very definite need for care for a limited 
number of cases. 


New York: Reported 500 requests for obstetrical care: 


I have indicated in the questionnaire that I do not believe a definite need 
exists for reactivation of EMIC at the present time. In answering this ques- 
tion categorically, I consider families of servicemen to be in need of EMIC only 
if they could not obtain service through other channels. In New York State 
there is little likelihood that the wife of a serviceman would go without some 
type of care for financial conditions, since most local welfare departments pro- 
vide aid of this type as the need arises. On the other hand, if payment for 
maternity and infant-care services is considered as a benefit to which the 
families of servicemen are entitled in partial recompense for the sacrifices made 
by the servicemen involved, then there would definitely be a need in New York 
State because of the number of persons involved. 


Arizona: 940 requests had been received during the past 6 months 
for obstetrical care and 368 for infant care: 
No factual data available but using the specific survey indication that 75 per- 


cent of married enlisted men express concern over the health of wives, we believe 
the need exists. 
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Oklahoma: 


We do not feel that at the present time there is enough demand for the EMIC 
program. If married men with children should be drafted we do feel that some 
type of program should be provided for dependent care. 


Washington : 


So far as the State of Washington is concerned, at the present time it would 
appear that by and large sentiment does not indicate a need for an EMIC 
program. 


Wisconsin: 


The relatively few cases of need would seem to be those who would need 
assistance anyway. In most cases, hardship not due to the fact that the husband 
is in service except insofar as allotment checks do not always reach wives 
promptly. 


Puerto Rico: 


Considering that there are 19,000 estimated number of enlisted men in the 

Armed Forces in Puerto Rico, and that one-third of this (6,333) are married and 
that in order to take care of all the obstetric and pediatric cases arising from 
this group of married men in military hospitals, there are available only +5 
obstetrical beds and 35 pediatric beds to take care of an average of 529 births 
and 321 pediatric cases every 6 months; it is evident that the facilities in the 
military hospitals do not by any means meet the demand. 
Summarizing, on the basis of the action taken by all our members in 
December 1951, and replies to a questionnaire received from approxi- 
mately half of our members during the first 2 months of 1952, the State 
and Territorial health officers do not believe there is a demonstrated 
Nation-wide need at this time for Federal assistance in providing ob- 
stetric and infant care to the dependents of enlisted men. There are 
four areas, noted previously, where there is an apparent need. Mili- 
tary hospitals are supplying most of the demand. 

It should be recognized that State health officers, as is true of other 
groups, do not have all of the facts available on the demand for such 

care; neither do they know that the present policy of military hospitals 

in caring for dependents will continue. If this policy were reversed 
in whole or in part, the demand would undoubtedly be great. The 
ability of certain voluntary organizations to continue to provide care 
is unknown. A change in policy of the military in drafting married 
men would affect the need. These and many other questions quite 
naturally affect the present opinion of the State and Territorial health 
officers. 

Our experience with the EMIC program during World War II 
may provide you with some basic principles that should be considered 
in any proposed legislation. 

What were the good points in the EMIC program from a health 
standpoint ? 

Early and more complete prenatal care. 
Hospital and consultant services to all. 

3. Low maternal and infant mortality rate. 

This is just an aside, but in Indiana the maternal and infant 
mortality rate for recipients of the EMIC program was one-third of 
the rate for the State as a whole. 

Senator Lenman. That is very interesting. I think that in itself 
would justify giving the most careful consideration to the institution 
of the program proposed in the legislation before us. If in any State 
or locality it can be demonstrated that such a program might reduce 
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the mortality rate to only one-third of the normal, usual community 
rate, I would think that would be an awfully strong argument for 
adopting such a program. 

Dr. Burney. I should qualify that statement. I believe we had a 
younger age group. We had about 97 percent hospitalization of 
EMIC patients as compared with only 70 percent at that time of the 
wives as a whole. There are probably other factors influencing this 
low rate, but I still believe it is very interesting, as you say. 

4. Public health nursing and social service available to all. 

5. Relatively low administrative costs (Indiana, 314 percent). 

6. No abuse of the plan. 

What were the poor points? 

1. Stringent and detailed regulations at the Federal level. 

2. Fees for visits in obstetric complications and for care of infants 
were arbitrarily limited. 

Inadequate immunization and well-child care due partially to 
unsatisfactory fee schedule established at Federal level. 

4. Insufficient administrative leeway in providing the cost of care 
of serious complications. 

These are a little redundant since you have taken care of most of 
these in your present legislation. 

Suggestions for improvement: 

1. More administrative judgment left to the individual States. 

2. Greater emphasis upon the preventive aspects of the program, 
ine eluding prenatal care, well-child care, and immunizations. 

Establishment of Federal and State advisory committees with 
medical and lay membership 

A reasonable time should be allowed local governmental units 
to Ba oe for the program. 

5. Adequate administrative funds should be allotted on various ad- 
ministrative levels for the administration of the program. 

6. Services should include complete medical, nursing, and hos- 
pital care for the mother during pregnancy and labor, and for 6 
weeks following delivery and medical, nursing, and hospital care for 
a infant up to at least 1 year of life. 

The program should be administered by the Children’s Bureau 
on the Federal level and by the State and Territorial health de- 
partments on the State level. 

8. Flexibility should be allowed individual States to utilize volun- 
tary nonprofit insurance plans provided these plans include the same 
scope and quality of service and appropriate remuneration to phy- 
sic a ins and hospitals. 

The “all or none” principle of payment for care should be fol- 
Sore 

Senator Lenman, I just want to say that those suggestions are very 
interesting indeed. I think most of them, as you have pointed out, 
are included in title I of our bill. 

Dr. Burney. That is right. 

Senator Lenman. Any that are not included will certainly be given 
very careful cons sideration. 

Dr. Burney. Yes, sir. 

Senator Lenman. May I ask you this one question: You have given 
some figures with regard to the low maternity and infant mortality 
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rate, and you also mentioned that there was more complete prenatal 

‘are, under the World War II EMIC program. It has been testified 
that so far as delivery of a child is concerned, the needs of every mother 
are cared for in one way or another under present conditions. But 
would you say that includes prenatal care, too! 

Dr. Burney. I would say this, Senator, that as a result of a con- 
tinued educational program of all mothers, more each year seek early 
prenatal care. There might be some fallacy in comparing the number 
of those seeking early prenatal care in 1941-46 with the present period, 
since there has been a continued increase in this ratio. 

Senator Lenman. But adequate prenatal care and postnatal care 
for a period of a year or two is not general under our present system, 
as I understand it ? 

Dr. Burney. I believe that would be correct. 

Senator Leuman. From my own experience, I have known of many 
cases where the mother could secure neither prenatal care nor adequate 
postnatal care. 

Dr. Burney. I believe that is correct, although it is improving all 
the time. 

Senator Lenman. Of course, I realize that situation is improving all 
the time, and I am very happy about that. 

Will vou continue, please 

Dr. Burney. I interpreted this proposed legislation as requiring 
matching funds from the State. I understand now that this interpre- 
tation was incorrect, and that all funds for such a program would 
come from the Federal Government. The following paragraph in my 
prepared statement is unnecessary, except as it states a principle 
endorsed by our members. 

I believe most, if not all, of our members would suggest that the 
Federal Government bear the entire cost of such a program as opposed 
to the 50-50 matching basis as proposed in 8. 2337. If the care of the 
wives and infants of enlisted men is a problem, it is a national one, 
involving dependents at home and those moving to the State in whic h 
the serviceman is stationed. On a matching basis, too, the States 
with the greatest concentration of enlisted men conceivably would 
absorb the larger share of the cost of such a program. 

I should like to emphasize that facilities for the care of these de- 
pendents are important too, since the vast majority will oceupy hos- 
pital beds sometime during their care. Public Law 725, the Hill- 
Burton Hospital and Health Center Construction Act, nee aided 
materially in supplying such facilities, especially in rural areas. The 
need is still far from being met. The $75,000,000 annual sennene iation 
for carrying out the splendid provisions of this act should be con- 
tinued and increased if at all possible. 

The association has taken no action relative to title II of S. 2337. 

I have two points that I did not consider in this statement, Senator, 
that I would like to mention. I notice you have given authority for a 
national advisory group. You have also stated that the Children’s 
Bureau in preparing regulations shall consult with a committee 
from the State health officers. I believe there should be some liaison 
between this national advisory council, and the group from the State 
health officers. This would result in a better understanding between 
the two bodies, less opportunity for conflicting rec ommendations, and 
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a more unified sounding board, thereby being of more value to the 
Children’s Bureau. 

I would like to suggest consideration be given to having at least one 
State health officer in the national advisory council to provide this 
desirable liaison. 

Senator Lenman. We certainly will give this point careful consid- 
eration. 

Dr. Burney. Then in S. 1245, the Virgin Islands, I notice, were 
omitted from the list of eligible States. I assume this was an over- 
sight. 

finally, if this or similar legislation is passed by Congress, I can 
assure you complete cooperation from the State and Territorial health 
officers in administering the program efficiently and economically for 
the best interests of the wives and infants of our servicemen. 

Senator Lenman. Doctor, Ihave gathered from your testimony 
here that although there may be a question whether need has been 
demonstrated in respect of the large urban centers, there is a pretty 
clear indication that in the rural sections there is a very considerable 
need. The number of applications for assistance in some of the rural 
States—— 

Dr. Burney. Arizona, for example, and Nebraska. 

Senator Lenman. Yes, and Minnesota, Nebraska, and Puerto Rico. 

Dr. Burney. Yes, sir. 

Senator Lenman. Those are dramatically large, it seems to me. 

Dr. Burney. That is right. But it may be that there are no mili- 
tary hospitals in that area. Arizona, I am not sure, may not have 
a military hospital. 

Senator Leuman. I think they have quite large installations, but I 
am not certain of that. 

Dr. Burney. I know in our own State we have a large camp near 
Indianapolis of approximately 25,000 soldiers. They have good pre- 
natal services and obstetric and infant care, but they cannot take care 
of the prematures and the hospitalization of those. We have had 
through the maternal and child-health grant-in-aid funds provided 
such care in the hospital of the Indiana Wacwraity medical center in 
Indianapolis. Otherwise, they have been taking care of approxi- 
mately 360 babies a year at the post eens at Camp Atterbury. 

Senator Hu. In speaking of the Children’s Bureau, you are re- 
ferring to the operation of what we know as the general maternal 
and child-care program ? 

Dr. Burney. Yes, sir. 

Senator Leuman. If there are no other questions, thank you very 
much. 

Dr. Burney. Thank you, sir. 

Senator Leuman. Dr. Crosby, will you identify yourself for the 
record ? 


STATEMENT OF DR. EDWIN L. CROSBY, PRESIDENT-ELECT, AMERI- 
CAN HOSPITAL ASSOCIATION, WASHINGTON, D. C. 


Dr. Crossy. For the record, I am Edwin L. Crosby, M. D., the 
director of the Johns Hopkins Hospital in Baltimore. I am a former 
staff member of the New York State Health Department. 

Senator Leuman. I am very glad you are able to appear here. 
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Dr. Crossy. I speak to you today as the president-elect 

Senator Leuman. When you served 1 in the New York Health De- 
partment, was that under Dr. Godfrey 

Dr. Crossy. Dr. Godfrey and Sandie Widens 

I speak to you today as president-elect of the American Hospital 
Association, on behalf of its more than 4,500 member hospitals. Our 
membership includes about 90 percent of the short-term general- 
hospital beds of the Nation. It is this group of general hospitals 
that provided hospital care under the emergency maternity and infant 

care program of World War II. These are the hospitals which would 
provide ‘are to dependents of men in military service under the 
legislation you discuss today. 

We also include county, city, and Federal hospitals in our member- 
ship, including Veterans’ Administration, Army, Navy, and Air 
Force, whose membership enables them to take advantage of our 
services for improving the quality of hospital care. 

The American Hospital Association is deeply concerned over any 
legislation that may affect the quality or distribution of hospital 

care to all our people. Our aim is to provide a constantly increasing 
quality of hospital care and to make it more easily available to every 
citizen. We know we share that aim with you. 


NEED FOR PROGRAM 


As to the need for a program, I would like to preface my remarks 
by stating that the American Hospital Association has no evidence 
or information upon which to establish a need for another EMIC 
program at this time. Undoubtedly, many individual cases of need 
do exist, just as individual cases of need arise in the general popula- 
tion. If hospitals had overwhelming evidence of a special need on 
the part of servicemen’s dependents, I am sure we would be con- 
scious of it. We recognize that this is an important factor in your 
making a judgment. Your judgment on this point will undoubtedly 
condition your action on the legislation before you. 

If you determine that there is a need for the Federal Government 
to assume the responsibility of helping dependents of servicemen to 
obtain hospital and medical care, then the method of providing that 
oars e will become of great importance to the hospitals that will 
be called upon to cooperate in any program. The method of pro- 
viding that assistance can be of equal importance to the future of our 
system of health protection in this Nation. 

The emergency maternity and infant-care program in World War 
II was financed entirely by Federal funds. Over 44 months of opera- 
tion, the total of $126,922,316 was expended for medical, hospital, and 
program administration costs. The whole program was totally 
financed by the Federal Government. 

The proposals pending before you today would be entirely financed 
by Federal funds. It is difficult to estimate the probable cost. 


MORE FEDERAL AID? 


Mr. Chairman, it seems to us that the most important consideration 
in this legislation is that we are going to be dealing with a very sub- 
stantial segment of the civilian population. With more and more of 
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our young men being called to military service, the time is fast ap- 
proaching when a majority of our population will be either servicemen 
or veterans or their dependents. If these groups are entitled to free 
medical and hospital care at Federal expense, then we shall have 
accomplished socialized medicine without the necessity of specific 
legislation for it. 

This emergency—this cold war—is going to last for a long time, in 
our opinion. Our aim in this struggle i is not to v vanquish our enemies. 
It is to preserve freedom for our individual citizens. We must encour- 
age our free institutions to prosper and be stronger than ever before. 

“We have the obligation not to destroy freedom ‘and independence at 
home while our boys fight for it abroad. 

So here are two conflicting purposes. Can we help a deserving 
group in our population to receive needed hospital and medical care 
without jeopardizing the quality of that care? Can we help these 
people without making them totally dependent upon the Federal Gov- 
ernment? Is there danger of developing too much paternalistic inter- 
ference on the part of the Federal Government ? 

I will now take up the Humphrey and Lehman bills. 

It seems to us that both bills before your committee have certain 
shortcomings. 

THE HUMPHREY AND LEHMAN BILLS 


1. The Humphrey bill is limited in scope. It offers only maternity 
and infant care and presumably suggests a program to duplicate 
the emergency and maternity and infant-care program in World 
War II. But servicemen’s dependents have many more medical needs 
besides those arising in connection with maternity and infant care. If 
the serviceman’s family needs financial help for babies, why not broken 
arms and pneumonia and serious illnesses # 

2. Both proposals are too expensive. They propose that the Fed- 
eral Government carry the full cost of providing hospital and medical 
‘are. We do not believe that the Federal Government should be ex- 
pected to pay the full cost of such care. 

3. A program totally financed by the Federal Government would 
encourage our citizen-soldiers and their families to become totally 
dependent upon the Federal Government. What we need is to stim- 
ulate individual independence; forcing families to depend on Govern- 
ment hand-outs does not develop the ‘self-reliance that a free nation 
must maintain in its citizens. 

Senator LenmMan. May I ask you this question, Doctor? 

Dr. Crospy. Yes, sir. 

Senator LeumMan. How can we encourage or expect self-reliance 
and complete independence from governmental assistance on the part 
of men who are taken away from their business, from their employ- 
ment, and placed in uniform, sent anywhere in the world where their 
services may be needed or essential, trained and ready to fight? What 
self-reliance can these men show ? 

Dr. Crospy. Mr, Chairman, that is the point I am trying to make. 
Tam leading up to it and that is the recommendation that the American 
Hospital Association wants to make to the committee, as to how 
that self-reliance can be shown by the serviceman. 
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Senator Lenman. I did not know you were going to develop that 
thought, and I will withhold my question. 

Dr. Crosny. Fine. If you are not satisfied with our answer, I shall 
be glad to discuss it, then. 


TWO ALTERNATIVES 


It seems to us, Mr. Chairman, that we have two alternatives to a 
program limited to maternity and infant care at total Federal expense. 

The first alternative is to leave things as they are and preserve the 
status quo. But the status quo, upon examinaion, is certainly not de- 
sirable. It involves many forces that are bringing about undesirable 
changes in our health economy. We cannot remain where we are; the 
choice is between going ahead and going back. 

Under our present system, dependents of military personnel are 
eligible for hospitalization in military hospitals, to the extent that the 
military facilities can care for them, and if they can get to these facil- 
ities to be cared for. It has been estimated that 6,000 beds in military 
hospitals are presently occupied by these civilian dependents. We have 
heard some unpublished estimates that perhaps more than half of the 
approximately 3,000,000 dependents look to military installations for 
hospital and maodion] care. Presumably the remainder are civilians 
settled in their own communities where hospital and medical care is 
available. Or perhaps these worthy citizens feel that they should not 
add to the burdens upon our Federal Government. 

Let us look at this group of dependents who rely upon military hos- 
pitals for care. Usually they are wives and children of servicemen 
who desire to live near the man in service. And you cannot blame 
them for that. Those dependents who are overseas present a special 
problem which we cannot deal with here. Those in this country con- 
stitute a large unstable and itinerant segment of our population. 
There is some question whether it is desir able to encourage dependents 
to congregate in temporary communities and makeshift accommoda- 
tions around military e: amps; yet the availability of free hospital and 
medical care at military installations is one of the inducements. But 
that is a false inducement because the military is simply unable to 
assume full responsibility for all such care. 

For example, we received a letter last week from the wife of a service- 
man in Texas who has just been transferred to a military base in New 

York. She has been receiving prenatal care at the Texas installation, 

but prefers not to accompany her husband to New York. She asked 
us to tell her whether there is a military hospital near her home in 
Tennessee, where she might receive obstetrical care. This letter 
typifies the situation in which we place dependents of servicemen at 
the present time. 

These families of servicemen create many special problems around 
military posts, such as housing, sanitation, schools, and so forth. Med- 
ical care is just one consideration. It would seem desirable to avoid 
influences that tend to disrupt home and community living as we have 
known it in this country. 

We do need to provide some way for dependents of servicemen to 
use the same health facilities and doctors that they have become accus- 
tomed to in their home communities. Otherwise, we develop pressures 
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to break up these communities and family background, which is the 
strength of our Nation. 

Further, the status quo contains great pressures for the expansion 
of military hospitals and military medicine beyond its original func- 
tion. Civilian care is not a burden that should be placed upon military 
medicine. It should not be the purpose of the Federal Government 
to establish a huge system of Federal hospitals competing with those 
hospitals that provide care to the general population. Nor should 
civilian personnel and health resources be drained away from com- 
munities and community institutions by drafting doctors and others 
to care for civilians. I think you will find that the Medical Corps 
of the Armed Forces is made up almost 100 percent of doctors who have 
volunteered from their civilian practices to serve their country. 

The forces of competition—freedont of choice of hospital and 
doctor—continue as incentives for a constantly improving quality of 
health care in our communities. These are the same forces that have 
made and kept our Nation strong. If our population is encouraged 
to depend upon an overburdened Federal medical force, these incen- 
tives will be lost and the quality of care that depends on these incen- 
tives will be jeopardized. 

The plain fact is that no matter what effort the military forces 
may put forth, they simply cannot make health care readily available 
to every dependent. Provision of care under present circumstances 
to those who happen to live near military installations or to dependents 
who find their way to those installations is discriminatory against 
those dependents who remain at home. 


MANAGEMENT AND LABOR HAVE FOUND THE ANSWER 


We believe, Mr. Chairman, there is a second alternative. It is one 
that supplies action and progress in keeping with the best features of 
our American heritage. We suggest that the Federal Government 
look to industry for the solution of this problem. Industry has already 
faced the demand of its workers for some sort of protection against 
the financial hazards of hospitalized illness. Industry has found a 
way that works. It is voluntary prepaid health insurance. 

Already Blue Cross plans protect more than 40 million people in 
this Nation. Blue Shield plans for medical care reach more than half 
this number. Both are still growing rapidly. Besides, commercial 
insurance and other nonprofit plans have lll Blue Cross into this 
field. It has been estimated that more than half of our eligible popu- 
lation has voluntary health insurance of one kind or another. 

Voluntary health insurance has proved itself to the Nation. The 
Nation has accepted it. 

Industry has played an important role in the development of volun- 
tary health insurance. ‘The keystone of voluntary health insurance is 
the enrollment of groups of employees with the employer assuming 
the clerical cost of payroll deductions. The worker authorizes the 
employer to deduct monthly premiums from his pay check. The em- 
ployer often contributes a part of the cost as well as the service of 
accumulating these funds and transmitting them to the Blue Cross 
lan. Blue Cross benefits have been designated in numerous collective- 
fe tainine contracts as a benefit that helps to make the workers’ health 
and happiness more secure. 
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It should be a matter of grave concern to the Congress and to the 
Nation that the Federal Government—the largest single employer in 
the Nation—has not recognized the pattern that has worked so well in 
industry. The present administration does not permit payroll deduc- 
tions for voluntary health insurance for Federal employees. 

Allotments of servicemen’s pay are permitted for cash support of 
dependents, purchase of Government bonds, payments to fiduciaries 
for safekeeping or distribution, such as debt settlement—even life-in- 
surance premiums are permitted to be paid by allotments of service- 
men’s pay. 

Senator Hix. In other words, the Government as the employer 
makes deductions for payments to the company which spate the 
policy to the serviceman. 

Dr. Crossy. That is right, sir. But the Government does not do 
so for voluntary health insurance. 

This discrimination results in a hardship upon those citizen soldiers 
who are drafted from industry, where they have been accustomed to 
the cooperation of their employers in payroll deductions for voluntary 
health insurance to protect their families. Thus, the serviceman may 
be drafted into military service, his whole life disrupted, his financial 
budget requiring severe adjustment, and his family denied the protec- 
tion of voluntary health insurance and forced to become dependent 
upon the Federal Government. 

We believe, Mr. Chairman, that the second alternative—the desir- 
able action for your committee and the Congress—is centered around 
the pay allotment for voluntary health insurance. How much better 
it would be if these servicemen were enabled to take care of themselves 
and their own families. They could then preserve their self-respect 
and independence with a minimum of disruption of the patterns of 
American life that we are striving to keep. 

Provision of health services for servicemen’s families has been 
partial consideration for pay increases already granted military per- 
sonnel. Only a small part of this is needed to provide voluntary 
health insurance protection. But it is desirable to encourage—not 
restrict—its most effective use. 

That encouragement could be provided by having the Federal Gov- 
ernment share the cost of premiums for voluntary health insurance 
for the dependents of those servicemen who choose it. This would 
be consistent with the policies of industry where many employers 
contribute part of the cost and it would be far less expensive than 
a program where the Federal Government pays the full cost. 

Voluntary health insurance would permit wives and families of 
servicemen to receive just as much protection at home in their own 
community as they would receive at military installations. 

Senator Hix. In that connection, too, does not the Blue Cross 
have a provision whereby if a serviceman’s wife wants to be confined 
somewhere else, the Blue Cross would take care of the payments at 
the other place, just as well as at home? 

Dr. Crossy. That is right, sir. There is a national program where 
if you have a Maryland Blue Cross Plan you can 2 hospitalized 
in Arkansas or Louisiana. 

Senator Hitz. Or Alabama. 

Dr. Crossy. Or Alabama, or New York. 
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It would preserve freedom of choice of doctor and hospital and 
would avoid disruption of the patterns of community life for which 
our soldiers are fighting. 

Voluntary health insurance preserves the incentives for increasing 
the quality of care because it enables the beneficiary who needs the 
care to remain in the position of a purchaser. It is difficult to com- 
plain of a free service—yet complaints are a necessary factor in main- 
taining quality. 

Senator Leuman. Doctor, you have testified that more than one- 
half of the population has voluntary health insurance of some kind. 
I have long been a great believer in voluntary health insurance. I 
have done everything I could do to encourage it. But there are many 
different kinds of health insurance. 

Dr. Crossy. That is right, sir. 

Senator Leman. When you talk about one-half of the popula- 
tion being covered by voluntary health insurance, what kind of health 
insurance have you in mind ? 

Dr. Crossy. Approximately 40 million are enrolled in Blue Cross. 

Senator Leuman. Which gives what ? 

Dr. Crossy. About a quarter 

Senator LenmMan. Which gives what protection ? 

Dr. Crospy. Hospitalization insurance. 

Senator Leuman. Exclusively hospital? 

Dr. Crossy. Yes, sir. And it is estimated—and I forget even the 
figures from Dr. Clark’s report to you, sir—another half or 40,000,000 
are enrolled in some other kind of commercial voluntary prepaid in- 
surance through one of the insurance companies. 

Senator Lruman. Do any of these insurance programs cover infant 
care, prenatal care, postnatal care ? 

Dr. Crospy. Blue Shield does. 

Senator Lenman. To what extent? 

Dr. Crospy. About half of the people who are in Blue Cross have 
Blue Shield. That would be about 20,000,000 people. And they pro- 
vide for obstetrical care which is prenatal and postnatal. 

Senator Leuman. In hospitals also? 

Dr. Crossy. Yes, sir, and in doctors’ offices as well. 

Senator Lenman. But that is only a quarter of those.who are cov- 
ered, 20,000,000 out of 80,000,000, you say ? 

Dr. Crossy. That is right. That is a quarter of the 80,000,000 are 
in Blue Shield. But, in addition to that, the contracts which provide 
for hospital care under commercial insurance plans also provide for 
medical care. 

Senator Lenman. Would you recommend—assuming now that the 
committee was in agreement with your point of view—that the Gov- 
ernment pass legislation that would set up standards of voluntary 
insurance coverage? In other words, should it provide for prenatal 
care, for hospitalization, for home care by physicians, for the medical 
services of a physician, for postnatal care? I have no doubt that 
some of those things are included in some of the policies. But cer- 
tainly they are not included in all of them. 

Dr. Crossy. That is true. 

Senator Lenman. Of course, if you are going to give equal protec- 
tion to the men who are serving the country, it would seem to me that 
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you would have to have standards which would be uniform. It would 
not be fair to protect some completely and protect others on a mini- 
mum basis. 

That would require legislation. Would you favor that kind of 
legislation ¢ 

Dr. Crospy. I would not favor mandatory legislation, Mr. Chair- 
man. 

Senator LenmMan. How would you handle it otherwise? 

Dr. Crospy. I think arrangements could be made at the State level, 
so you could have a national program that would provide standard 
benefits for all of servicemen’s dependents. We have seen that in 
industry. I think the best example of that is the Bethlehem Steel 
contract, where they have a contract with Blue Cross so that the em- 
ployees and dependents of employees of Bethlehem Steel receive the 
same benefits whether they are living in Maryland or Pennsylvania 
or any community of the United States. I think Blue Cross would 
be able to negotiate a similar national contract for servicemen’s 
dependents, if you are interested in that. 

Senator Lenman. I have no doubt that the program at Bethlehem 
Steel is a very praiseworthy one, but it differs from many other pro- 
grams that have been instituted by industry. Would you favor legis- 
lation that would make it mandatory for industry to cover its workers 
by voluntary insurance on exactly the same basis ? 

Dr. CRosBY. No, sir. 

Senator Lenman. Many industries do cover them wholly. Some 
do not cover them at all. If you are going to give protection, it seems 
to me it is based on the principle that the Government should recog- 
nize it has a responsibility toward these per yple. 

Dr. Crospy. Yes. 

Senator Lenman. And I rather gather from your statement that 
vou do feel that there is a certain responsibility on the part of Gov- 
ernment. It would seem to me that you have to institute some system 
by which there would be equality of treatment. That cannot be done, 
so far as | know, save by legislation, and I do not believe that many 
people would be in favor of that kind of legislation. Nor do I believe 
that Congress would enact that legislation. 

Dr. Crospy. I certainly would not be in favor of it. 

Senator Leaman. You also understand, I am sure, that under my 
bill there is no limitation with regard to the arrangements that the 
States can make with these voluntary insurance agencies. 

Dr. Crospy. That is right. 

Senator Leuman. We are anxious to develop them; we are anxious 
to utilize their services. There is no prohibition or limitation on 
them, so far as I know. 

Dr. CROSBY. I think the point we are try ing to make, Mr. ¢ Chairman, 
is that we think, first of all, that the benefits, if they should be given 
at all, should not be limited to maternity and infant care. We think 
they should provide total medical care if it is needed. And, secondly, 
we think that it would be wiser to use the present framework which 
has been established and grown throughout the country since the 
beginning of the ty ey of the voluntary health-insurance plans, 
and we think it can be done through Blue Cross and Blue Shield 
plans. 
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Senator Lrnman. There are many kinds of voluntary health-insur- 
ance plans. You have mentioned Blue Cross and Blue Shield. There 
is also group health insurance. Would you include that in the plans 
you advocate ? 

Dr. Crossy. The American Hospital Association’s position is to 
support Blue Cross, which is part of the American Hospital Associa- 
tion. 

Senator Lenman. Their policy is to support Blue Cross solely ¢ 

Dr. Crospy. Not solely 

Senator Lenman. How about group health insurance? 

Dr. Crossy. But the Blue Cross is part of the American Hospital 
Association. 

Senator Lenman. I still do not see how you would assure uniform 
health care to wives and infants of servicemen exclusively under a 
voluntary insurance plan when we know that (a) there are great 
variations in the insurance plans and (}) there is no way of com- 
pelling the use of voluntary insurance plans. When you get to that 
point, they cease to be voluntary. 

Dr. Crospy. The third point we make in our statement is we do not 
think it should be malay. We think it should be voluntary on 
the part of the serviceman to decide whether he wants to do it or not. 

Senator Hitt. What you would do is to encourage the serviceman 
to take out health insurance by permitting deductions from his pay ? 

Dr. Crossy. That is right. 

Senator Hitt. And possibly by providing for some Federal contri- 
bution to the payment of the cost to take care of his dependents through 
the voluntary insurance plan; is that right ? 

Dr. Crosspy. That is right, sir; and we think that could be done and 
accomplished so that the families receive their care in not only their 
home community but anywhere in the United States. 

Mr. Merkiesourn. Would you leave it optional with them, so that 
they could buy hospital care but not medical care? 

Dr. Crospy. If they wanted to. 

Senator Leaman. Would that be uniform? Either we have a 
responsibility to our servicemen or we do not. I think we have a very 
substantial responsibility. But that is open to argument. If we 
assume we do have a responsibility, it seems to me that the fulfillment 
of that responsibility must be on a uniform basis. 

Dr. Crossy. What you mean by “uniform” is to provide, as I under- 
stand it, sir, prenatal care, hospital care, and postnatal care, both hos- 
pital care and medical care. You are not talking about uniform 
quality of care which would vary from one section of the country 
to the other. 

Senator Leaman. That is right: the character of care, not the 
quality. Of course, there are lots of other things, such as the use of 
laboratories and X-ray facilities and things of that sort, which differ 
in the different plans. 

Dr. Crossy. If you are referring to uniform benefits, I am sure that 
a contract could be arranged whereby uniform benefits could be re- 
ceived by servicemen who voluntarily ask for it. 

Senator Lenman. That is just what we are doing with this bill, it 
seems tome. We give that authority. 

Senator Hitt. What you want to do is to encourage that individual 
to buy his own insurance. 
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Dr. Crossy. That is right. That is what we think should be done. 

Senator Hix. In other words, you would encourage him to buy his 
own health insurance, insurance for his dependents, exactly as he has 
been encouraged to buy his own life insurance, by making deductions 
from his pay ? 

Dr. Crossy. That is right. 

Senator Hix. You suggest we might go further than that; that we 
might provide not only for deducting a certain amount of his pay but 
also for giving him some financial assistance in meeting the cost of 
this insurance. : 

Dr. Crossy. That is our point. 

Senator Lenman. It seems to me that this would entirely change its 
character. It would be making the insurance virtually compulsory, 
because if a man did not of his own accord take out insurance his 
family would not be protected. 

Dr. Crossy. That is correct. 

Senator Lenman. Of course, that would not enable the Government 
to see that the wives and children of all men who are serving the 
Government in uniform, taken away from their occupations, receive 
at least some protection. 

Senator Hitt. Might there not be a question as to how far that re- 
sponsibility should go, and that is, if the Government gives to this 
man the opportunity to take care of his wife and dependents, then 
certainly it has taken on a pretty big responsibility there. Is that not 
true? 

Dr. Crosspy. That is right, in my opinion. 

Senator Lenman. Has the Blue Cross ever submitted any plan that 
would be comprehensive in coverage ? 

Dr. Crospy. You mean for servicemen’s dependents or for the coun- 
try as a whole? 

Senator Leuman. For the country as a whole. 

Dr. Crossy. I think they are working rapidly toward that. There 
are two national programs which the Blue Cross has worked out in 
the last 2 vears. One is the one that Senator Hill referred to previ- 
ously, where a subscriber in Maryland can receive the same benefits 
in some other State of the Union. And then Blue Cross has estab- 
lished a national “bank” so that funds can go to that bank so as to 
be allocated to these various plans. There are only two plans in the 
country that are not in the national program at the moment, that is 
the one in New Jersey and the one in Connecticut. 

Senator Lenman. Will you continue with your statement, please? 

Dr. Crossy. Yes. But perhaps the most important feature of vol- 
untary health insurance is that it would give the serviceman the feel- 
ing that he is taking care of himself. He would be encouraged and 
assisted in paying the premiums through allotments of service pay. 
He would be encouraged to continue this self-protection upon his dis- 
charge from service. This continuity of pretection is an important 
feature. We cannot have these young families shifted from pillar 
to post in the early days of their existence and finally driven by 
force of circumstances to complete dependence upon a paternalistic 
central government. Preservation of freedom means the complete 
freedom and self-reliance of every citizen. We must encourage this 
freedom by helping to make it possible. 
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To sum up, Mr. Chairman, our position is this: We are not aware 
of circumstances pointing decisively to a need for a program of 
medical and hospital care for dependents of servicemen at this time. 
On the basis of the limited information available to us, we cannot 
express an opinion as to the need for a program of medical and hos- 
pital care to dependents of servicemen. 

We believe the present situation with respect to servicemen’s depend- 
ents’ care contains forces which put undue pressure upon military hos- 
pitals to expand and perform functions in our economy that they were 
not designed nor intended to fulfill. 

Senator Hii. You would relieve them of that pressure. 

Dr. Crossy. That is right, sir. 

Senator LenmMan. Our bill does that, too. 

Dr. Crossy. Yes. 

Senator Lenman. I fully agree with you. I think it would be very 
unfortunate if we multiplied militar y hospitals in order to take care 
of civilians. 

Dr. Crospy. That is right. 

Senator Lenman. But of course there is no reason to contemplate 
that under our bill. 

Dr. Crossy. Certain other people are contemplating that, sir, and 
we thought we ought to mention it. 

Senator Hitt. Your statement had no reference to this bill. 

Dr. Crossy. That is right. 

Senator Hiti. You are thinking of the over-all situation that con- 
fronts us today, is that right 

Dr. Crosspy. That is right. 

As more of our population become servicemen or veterans or depend- 
ents, the establishment of Government health programs for these 
groups will ultimately lead to Federal health care for the majority 
of the population. Our Nation is presently committed to the avoidance 
of that development. 

We suggest the following course of action to be taken now: Let the 
Federal Government encourage men in military service to authorize 
the deduction of monthly premiums from their service pay, to be 
transmitted by the Federal Government to voluntary health insur- 
ance plans, that is, Blue Cross or Blue Shield, or whatever is decided 
upon, but we recommend Blue Cross, that will assure broad protection 
against ordinary illnesses and disabilities and with service available 
from any hospital or any doctor in any community in the Nation. 

Senator Hint. Right there, you are going further than maternity 
and infant care. 

Dr. Crospy. That is right. We are going all the way. 

Let the Federal Government, if it feels that additional Federal 
funds are due this group of citizens, offer to pay part of the cost of 
voluntary health insurance just as many employers participate in such 
programs today. Let this program be completely voluntary for each 
serviceman, with the further protection that he may continue such 
insurance in effect for himself and his dependents after his discharge 
from service. 

I would like, Mr. Chairman, to submit for the record the action of 
our house of delegates, meeting in St. Louis, Mo., on September 18, 
1951, which I will ‘read as follows: 
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Whereas dependents of men in military service frequently require hospitaliza- 
tion under circumstances that involve financial hardship; and 

Whereas hospitalization needs of servicemen’s dependents were partially recog- 
nized in the emergency maternity and infant care program of World War II; and 

Whereas the law now permits military hospitals to provide hospital care to 
dependents of servicemen where facilities in military installations are available, 
but such privileges cannot completely solve the hospitalization needs of de- 
pendents, because expansion of military hospitals for dependent care would be 
wasteful of the Nation’s scarce health resources, and would jeopardize the quality 
of care in all hospitals; and 

Whereas many citizens going into military service already have protected 
their dependents against the financial hardships of hospitalization through 
voluntary hospital insurance, frequently through the cooperation of their em- 
ployers; and 

Whereas voluntary hospital insurance plans permit insured persons to receive 
high quality care in their own community hospitals, with freedom of choice of 
doctor and hospital; and 

Whereas civilian industry has recognized that hospital insurance benefits are 
an important aspect of employee compensation agreements, in developing better 
attitudes and more efficient work on the part of employees : Be it therefore 

Resolved, That the American Hospital Association urges the Federal Govern- 
ment to assist men in military service to provide protection against the financial 
hardships of hospitalization for their dependents in the same way that industry 
does today—that is, through voluntary health insurance plans with payroll 
deductions and allotments, and if desirable, through Federal financial participa- 
tion in the cost; be it further 

Resolved, That the American Hospital Association recommends that the Fed- 
eral Government adopt the policy of providing hospitalization in military hospi- 
tals of dependents of men in military service only in areas where existing 
civilian facilities are inadequate or unavailable or where dependents are overseas. 

Adopted by house of delegates, American Hospital Association, St. Louis, Mo., 
September 18, 1951. 


I would like to express the appreciation of the hospital association 
for this privilege of appearing before the committee. 

Senator Leuman. Thank you very much. 

I just want to ask you two questions, if I may. You have referred 
frequently and with great force to the effectiveness and usefulness 
of voluntary insurance programs, and I have no quarrel with that. 

Dr. Crossy. Yes, sir. 

Senator LenMan. I would like to encourage them. But I think it is 
perfectly obvious that if we are going to undertake to protect the 
health of servicemen’s dependents, we have to do it on a uniform 
basis. Would it be possible for you to get the Blue Cross to submit 
to this committee an estimate of the cost that would be involved in 
uniform protection along the lines outlined in S. 2337—that is, pro- 
viding the same kind of medical and hospital care, such as prenatal 
care, hospital care, postnatal care, and medical care if the patient 
is not hospitalized or after the patient goes home, where it is needed 
for a substantial period of time? We have had some estimates of 
the cost of this bill. Whether they are accurate or not, I do not 
know, but I believe they have been carefully arrived at. 

I would like to know what the Blue Cross could or would do in 
connection with general coverage for all purposes, and what the cost 
would be? 

Dr. Crospy. I think, Mr. Chairman, that if the Blue Cross actuaries 
and administrators had information with regard to the population 
risk, which I think the committee might supply them, that they could 
give you an estimate of what it would cost to cover this group on an 
individual basis. 
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Senator Lenman. I should think you would do that anyhow, but 
I would very much like to see you volunteer that the committee get 
those figures. 

Dr. Crosspy. I should like to very much. 

Senator Lenman. I think the committee would, and I certainly will, 
receive them with a great deal of interest. 

Dr. Crospy. Fine. 

Senator Lenman. I think there is another thing you have over- 
looked. You cannot maintain voluntary insurance and make the tak- 
ing out of that insurance mandatory. 

Dr. Crossy. That is true. 

Senator Lenman. You have given figures showing that the coverage 
of voluntary health-insurance plans is approximately 50 percent for 
the population as a whole. But there is a vastly greater coverage in 
the urban sections than in the rural sections; is there not? 

Dr. Crossy. That is correct. 

Senator Lenman. A lot of our boys come from rural sections. They 
do not all come from New York City or Baltimore or Birmingham, 
Ala., or Philadelphia or Chicago. Some come from Painted Post, and 
so forth. 

Dr. Crospy. The reason that the persons in the Painted Posts, and 
other areas, are not covered by Blue Cross is because of the program 
by which Blue Cross subscribers are enrolled. They are ordinarily 
group employees. In this particular case, you would be able to cover 
them with payments as far as hospital facilities are concerned, and 
the others would be covered by facilities as they exist in the country 
today. 

Senator Lenman. You have made the statement here that you 
believe if you carried out this plan, it would lead to socialized medi- 
cine. I was very careful to ask the two doctors representing the 
American Medical Association if their objection was solely based on 
the fact that need had not been demonstrated, and whether there was 
any other reason for their objection, and they both testified that 
their objection was based wholly on their contention that no need 
had been demonstrated, which I think is a perfectly sound, legiti- 
mate basis for objection. At least, it sets up a red light, warning the 
committee to study the matter further if we conclude that is necessar y. 
But in neither case did they intimate in any way that this was a step 
toward socialized medicine. In my opinion, it is no more a step 
toward socialized medicine than the protection we give in other ways 
to the men who are serving sei country in uniform. 

Dr. Crossy. Mr. Chairman, I do not think that I meant to imply 
that these two particular bills would lead us directly into socialized 
medicine. The point we were trying to make, and it may have been 
too forceful, was that if we continue to cover veterans for service and 
nonconnected disabilities, and their dependents, you can soon show 
that-a majority of the population, or a good proportion of the popul: - 
tion would be covered some way or another by the Federal Govern- 
ment, which is socialized medicine, in our opinion. 

Senator Leuman. I will not argue that point, but I am glad to 
clear up the fact that—I do not want to put words in your mouth, and 
if I do, please correct me—that you do not believe that this legislation 
is a step toward socialized medicine. 

Dr. Crossy. That is correct. 
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Senator Lenman. There are a great many things that the country 
has done for men in uniform, for instance, life-insurance coverage. 
We do not give that to the average citizen. We do give it to our men 
in uniform and we have given it for the last 35 years—as far as I 
know, since our entry into the First World War. _ 

Dr. Crossy. That is true. 

Senator Leaman. Such insurance does not cease at the end of hos- 
tilities, but continues. I still have a policy of my own which has been 
going on for a great many years. I would have saved money if I had 
not lived so long. f 

Senator Hix. I think the difference is since the war you and I have 
had to pay our premiums. 

Senator Leuman. That is right. You would not, but I would have 
saved money if I had not lived so long. 

Thank you very much indeed. 

Dr. Crossy. Thank you, Mr. Chairman. 

Senator Leuman. The next witness is Dr. Barba. 


STATEMENT OF DR. PHILIP S. BARBA, PEDIATRICIAN, 
PHILADELPHIA, PA. 


Dr. Barsa. Mr. Chairman and members of the committee my name 
is Dr. Philip S. Barba. I am engaged in the practice of pediatrics 
in Philadelphia, Pa. I am here to testify regarding the attitude of 
pediatricians toward Senate bills S. 1245, S. 2337, and similar legisla- 
tion. As qualifications, I have been in close touch with discussions 
regarding this legislation and have had considerable correspondence 


with pediatricians in various parts of the country. While I am serv- 
ing as vice president of the American Academy of Pediatrics, this 
statement must be given as that of an individual, as time did not 
permit action by the executive board of that organization. 

Pediatricians as individuals, and the American Academy of Pedia- 
tries as an organization, are interested not only in the health of chil- 
dren, but in their total welfare. When convinced of a need for action 
they willingly assume the necessary burden. 

I am convinced that as a group they do not see any present need 
for national legislation of this type. They admit that there may be 
a few isolated areas where some need exists. Such cases should be 
eared for by existing facilities. If national legislation is enacted 
it will increase the appearance of need because it will be used where 
no need exists. 

Many pediatricians feel that it is better psychologically for the 
family and for the child for them to achieve medical care through 
their own efforts and through existing facilities. 

While opposed to legislation at this time and denying the existence 
of need on a national basis, most are agreed that basic planning should 
be done now to prepare for the possibility of a later need. saa 

I believe the sentiment of pediatricians regarding the advisability 
of various proposals for aid to dependents of servicemen is almost 
equally divided between an improved and revised EMIC and some 
form of voluntary insurance preferably utilizing the service plans 
now in operation under the approval of medical organizations. Any 
program instituted under Government auspices should have a defi- 
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nite date of termination, should permit adequate remuneration to the 
physician, should insure adequate funds for preventive medicine such 
as immunization and child guidance or mental hygiene procedures. 
The age bracket should include at least those under the age of two. 

The program might also include catastrophic illnesses and diag- 
nostic problems. This phase could be extended to older children. 

Administration of the last EMIC program varied widely in differ- 
ent States. Many of the problems resulted from its hasty construc- 
tion and from the fact that it was instituted as an appropriation act, 
and so was subject to change with each appropriation. Simplification 
of the paper work and more uniformly good administration would 
help decrease the dissatisfaction. 

While this statement is made as an individual, I can state as an 
officer of the American Academy of Pediatrics that our organization 
stands ready to consult with and advise any Government agency 
entrusted with a program for aid to children. We appreciate being 
asked to testify in this hearing and regret that time did not allow the 
formation of an official statement. 

I thank you for hearing me as an individual. 

Senator Lenman. Thank you, very much, Dr. Barba. 

Dr. Barna. Thank you, sir. 

Senator Lenman. I want to place in the record a telegram from 
Mr. Michael Mann, executive secretary, Chicago Industrial Union 
Council, CIO, as well as a telegram from Mr. C. R. O'Halloran, di- 
rector, region 6, VAW-CIO, headquarters in Los Angeles. 

(The telegrams are as follows: ) 

CuHIcaGo, ILL., March 11, 1952. 
Hessert LEHMAN, 
Senator from New York, 
Senate Office Building, Washington, D. C.: 

Our Chicago CIO council representing 200,000 CIO members in the Chicago 
area urgently request that you give your support to S. 2337 on emergency 
maternity and infant care and hospitalization for dependents of military 
personnel. 

MICHAEL MANN, 
Executive Secretary, 
Chicago Industrial Union Council, CIO. 


Los ANGELES, CALir., March 10, 1952. 
Senator LEHMAN, 
Senate Office Building, Washington, D. C.: 

In behalf of 40,000 members of the UAW-CIO in California we urge you to 
support Senate bill 2337 and work toward getting action on same at earliest 
possible date. 

C. V. O'HALLORAN, 
Director, Region 6, VAW-CIO. 


Senator LenmMan. We will now recess until tomorrow morning at 10 
o'clock. 

(Thereupon at 12:20 p. m., a recess was taken until Thursday, 
March 13. 1952, at 10 a. m.) 
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THURSDAY, MARCH 13, 1952 


Untrep States SENATE, 
SUBCOMMITTEE ON HEALTH OF THE 
CoMMITTEE ON LazBor AND Pusiic WELFARE, 
Washington, D.C. 

The subcommittee met, pursuant to recess, at 10 a. m., in the old 
Supreme Court room, the Capitol, Hon. Herbert H. Lehman (chair- 
man) presiding. 

Present: Senator Lehman. 

Present also: Kenneth Meiklejohn, staff director; Melvin W. Sneed, 
assistant staff director; Nora K. Piore, research assistant. 

Senator Lenman. The hearing will come to order. 

Dr. Swope, would you identify yourself for the record, please ? 


STATEMENT OF C. D. SWOPE, D. 0., CHAIRMAN, DEPARTMENT OF 
PUBLIC RELATIONS, AMERICAN OSTEOPATHIC ASSOCIATION, 
WASHINGTON, D. C. 


Dr. Sworr. My name is Chester D. Swope. I am engaged in active 
practice as an osteopathic physician and surgeon in the District of 
Columbia, and I appear here as chairman of the department of public 
relations of the American Osteopathic Association. 

Senator Lenman. Have you a prepared statement, Doctor ? 

Dr. Sworer. Yes, sir. 

Senator Leuman. Do you wish to read it? 

Dr. Sworr. It would probably save time of both of us if I read it. 

Senator Lenman. Very well. 

Dr. Swore. At the outset, may I express our appreciation for the 
privilege of making this statement. 

There are approximately 11,500 osteopathic physicians or surgeons 
engaged in legalized practice of their profession in all the States, the 
District of Columbia, and the Territories of the United States. There 
are in excess of 300 general and specialty hospitals staffed by doctors 
of osteopathy, including 74 approved intern training hospitals and 14 
hospitals approved for training of residents. 

Inasmuch as S. 1245 and title I of S. 2337 deal with maternity and 
infant care for wives and children of enlisted personnel of the Armed 
Forces, it is pertinent to observe that the practice of obstetrics by 
osteopathic siaatceae is legalized in all but two States, and profes- 
sional care of children or the practice of pediatrics by osteopathic 
physicians within the scope of their license is authorized in all States. 
Approximately two-thirds of the States grant unlimited licenses in 
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all branches of the healing art, including drug therapy and major 
operative surgery, to osteopathic graduates. The remaining States 
grant licenses limiting in varying degrees. All the six colleges of 
osteopathy and surgery train their student body in all branches of the 
healing art. In a number of the States osteopathic graduates are 
examined in the same subjects by the same State boards and receive 
the same certificates of licensure as in the case of medical graduates, 
thus manifesting a comparable degree of training, and the State exam- 
inations in the remaining States are of comparable scope with few 
exceptions. 

In his statement opening these hearings, the chairman of this sub- 
committee requested the views of witnesses regarding the need and the 
form of this legislation and expressed the hope that the question of 
the detailed character of the legislation would receive thorough 
discussion. 

We are unable to testify as to the extent of need. During recent 
months we have received letters from some State associations indicat- 
ing that their members have been questioned by their patients regard- 
ing the availability of EMIC benefits. We are not informed as to the 
number of these requests. However, if the experience under EMIC 
during World War II is any indication, the publicity announcing 
availability of EMIC benefits will bring forth a considerable number 
of applications. 

Apparently there is a presumption of need on the part of wives and 
children of enlisted men who are situated so that they can take advan- 
tage of available free medical care and hospitalization, at the rate of 
$1.75 per day, at military hospitals. 

By statute since 1884 and by custom before then, the military has 
been authorized to furnish free medical care to families of service- 
men. The act of July 5, 1884 (23 Stat. 112; 10 USCA 96) provides: 

Medical attendance for families of officers and men.—The medical officers 
of the Army and contract surgeons shall whenever practicable attend the 
families of the officers and soldiers free of charge. 

Whether the free medical service furnished under that act is due 
to presumption of need, or as an inducement to enlist, or because 
military pay rates may be said to be based in part on the consideration 
of such free family health care, or combination of all three, the 
discrimination which results against the wives and children of service- 
men who cannot obtain free family care from military facilities either 
because such facilities are overtaxed as at present, or because they are 
too remote to be practically available, constitutes a morale factor that 
is entitled to consideration. The consideration would also apply to 
title II of S. 2337, regarding hospitalization of dependents. 

We are more qualified to testify regarding certain characteristics of 
the pending legislation. 

The object of S. 1245 and title I of S. 2337 is to translate into basic 
law for the duration of the emergency a revival of the essential pattern 
of EMIC of World War II, except that infant care would be available 
up to 5 years of age under S. 2337, whereas the previous program 
extended only through the first year of the infant’s life, and the wives 
and infants of enlisted men in all grades, rather than the first four 
grades would be eligible. Maternal and infant care would be provided 
under State plans, approved by the Children’s Bureau acting for the 
Federal Security Administrator. 
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With you permission I wil] discuss certain provisions of S. 2337, 

Section 102 (a) (7) requires the State plan to establish standards 
for professional personnel and institutions furnishing care under the 
plan, but section 102 (a) (5) requires the State plan to provide such 
methods of administration as are hecessary for the proper and efficient 
operation of the plan. Reading those two provisions together, we find 
that the States are required to establish such standards for participat- 
ing professional personnel and Institutions as the Children’s Bureau 
shall deem necessary for the proper and efficient operation of the plan. 
That is indeed reminiscent of the law and practice under EMIC in 
World War II wherein the State plans were required by the law to be 
“developed and administered” by State health agencies and approved 
by the Chief of the Children’s Bureau. 

It was under such language that the Children’s Bureau refused to 
approve State plans which permitted servicemen’s wives and children 
to have the professional services of licensed osteopathic physicians. 

The House Committee on Appropriations took cognizance of that 
discrimination, and in the course of House Report No. 450, Department, 
of Labor appropriation bill, fiscal] year 1944, in re Children’s Bureau, 
stated in part as follows: 

The States have established standards for licensing health practitioners and 
the Federal Government has never attempted to establish such Standards. In the 
judgment of the committee, the Children’s Bureau has not the power under law 
either to establish such standards or to question the standards established by the 
States. It is not the desire of the committee, of course. to permit the use of 
Federal funds to break down safeguards against the practice of healing arts by 
improperly and inadequately trained persons, but the committee does believe 
that the State laws and standards constitute the necessary protection for the 
public. Therefore, the committee has included in the bill a provision denying the 
use of the appropriation to promulgate or carry out any order, instruction, or 
regulation which has for its purpose the discrimination between persons licensed 
under State law to practice obstetrics. 

Following the recommendation of the committee, Congress in- 
cluded the following limitation in the law: 

Public Law 135, Seventy-eighth Congress, Labor-Federa] Security Appropria- 
tion Act, 1944; approved July 12, 1943, title I, Department of Labor, Children’s 
Bureau, Maternal and Child Welfare: “Provided, That no part of any appropria- 
tion contained in this title shall be used to promulgate or Carry out any instruc- 
tion, order, or regulation relating to the care of obstetrical cases which discrim- 
inates between persons licensed under State law to practice obstetrics: Provided 
further, That the foregoing proviso shall not be so construed as to prevent any 
patient from having the services of any practitioner of her ow n choice, paid 
for out of this fund, so long as State laws are complied with.” 

In other words, Congress provided against discrimination in the 
EMIC obstetric program, which const ituted some 85 percent of the full 
program, and which the Children’s Bureau said included the maternity 
period and until the child was 2 weeks old. Whereupon the Children’s 
Bureau took the position that inasmuch as Congress prohibited dis- 
crimination in the obstetric program and did not say anything about 
the pediatric program, therefore it was all right to continue the dis- 
crimination against osteopathic patients in the pediatric program, and 
the Bureau instructed and required the States to so discriminate in 
their State plans. 

Senator Lenman. Let me ask you, because it is not quite clear to me, 
(id the Bureau direct-the States to discriminate in the prenatal care 
of the mother and the delivery of the child, or only in the care of the 
child after birth ? 
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Dr. Sworr. You mean the law as it was finally administered ? 

Senator LeuMan. Yes. 

Dr. Sworr. Only directed discrimination following the infant’s 
first 2 weeks of life. The delivering osteopathic physician delivered 
the child, and he could take care of the child for 2 weeks under the 
fund, but after that period the child had to have care outlined by the 
Children’s Bureau. 

Senator Lenman. Thank you. 

Dr. Sworr. The States revised their plans to permit obstetric care 
by osteopathic physicians and pediatric care by such physicians dur- 
ing the first 2 weeks of the infant’s life, but pursuant to Children’s 

Sureau directives, the State plans then required the mother to switch 
to the services of a doctor of medicine for care of her child. The 
mother either complied or else she was deprived of the benefits of the 
program. 

Some of the States actively demurred to this restriction by the 
Children’s Bureau. For example, the Texas State health officer sought 
to include osteopathic pediatric services in his State plan. The Chil- 
dren’s Bureau refused to approve, writing him in part as follows: 

While the qualifications required of practitioners performing obstetrics serv- 
ices are established by each State health agency, and are left to its discretion, 
the Children’s Bureau insists that for medical services, other than obstetric, 
payment may be authorized only to “graduates of medical schools approved (at 
the time of graduation, or subsequent to graduation) by the council of medical 
education and hospitals of the American Medical Association.” The Children’s 
Lureau in considering State plans for 1946 would not consider any modification 
or amendment to this provision. 

Certain members of the osteopathic profession in Texas promptly 
sued for a writ of mandamus against the State board of health. The 
lower court granted the writ, thereby invalidating the State plan un- 
less and until osteopathic pediatric participation was included. The 
‘Texas Supreme Court reversed the lower court on the ground that 
the State board of health was merely agent of the Children’s Bureau. 
So, pediatric services by osteopathic physicians after the first 2 weeks 
of the infant’s life continued to be excluded from the EMIC program 
by the Children’s Bureau dictation to the States. 

The Children’s Bureau followed the same line of dictation to the 
States in administering title V, part 2, of the Social Security Act 
relating to State plans for providing medical, surgical, corrective, 
and other services and care, and facilities for diagnosis, hospitaliza- 
tion, and after-care of crippled children. The States were prohibited 
from using osteopathic physicians or surgeons for services for crippled 
children under the State plans. Congress remedied that discrimina- 
tion by amending the over-all definitions title of the Social Security 
Act (Social Security Act Amendments of 1950), Public Law 734, 
Eighty-first Congress, approved August 28, 1950, as follows: 

Section 1101 (a) (7). The terms “physician” and “medical care” and “hos- 
pitalization” include osteopathic practitioners or the services of osteopathic 


practitioners and hospitals within the scope of their practice as defined by 
State law. 


S. 2337 requires the establishment of national and State advisory 
councils composed of representatives of medical, nursing, and hospital 
groups and organizations. In an article entitled, “Four Years of the 

‘MIC Program” published in the Yale Journal of Biology and Medi- 
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cine, March 1947, one of the authors of which was Dr. Martha M. 
Eliot, then Associate Chief and now Chief of the Children’s Bureau, 
the statement appears that: 


Approximately 2,500 osteopaths participated in the program in those States 
where osteopaths were allowed to provide obstetric care under EMIC. 
Although the American Osteopathic Association requested a voice by 
way of representation on the EMIC advisory committees of the C hild- 
ren’s Bureau, no representation was granted. 

In the programs envisaged by S. 2337, both the American Osteo- 
pathic Association and the American Osteopathic Hospital Associa- 
tion ought to be represented on the advisory councils, and a directive 
to that effect should be include d in the legislation. 

It is observed that the bill contemplates that the services of volun- 
tary nonprofit agencies or organizations in the health or medical field 
should be utilized for the purposes of this program where consistent 
with economy and efficiency. It is assumed that such organizations as 
Blue Cross and Blue Shield are intended. We respectfully suggest 
ee the right of the patient to choice of physician or hospital should 
be preserved, regardless of the availability of such voluntary health 
or medical agencies. In other words, the pi itient’s ¢ Be e of 7} shysician. 
or hospit al ought not to be confined to p yhysicl lans or hospi ti ae pi irtici- 
pating in such organizations. 

In view of the foregoing, in order that the osteopathic profession 
and its institutions may fully cooperate and contribute to the success 
of the program involved, we respect fully request express provision 
that wherever medical or hospital care or the advice and cooperation 
of representative organizations of dines lans or hospitals is contem- 
plated under the legislation, the legalized services of osteopathic 
amor hae and hospitals and the advice and cooperation of representa- 
tive organizations thereof are included. 

Senator Lenman. Thank you very much. As I interpret your state- 
ment, the Children’s Bureau under the World War IT E MIC program 
made a very definite distinction between obstetrical ti aamcauad and 
pediatric treatment after the first 2 weeks. You were not interfered 
with or prohibited from participating in the program, 1M those States 
which permitted the practice of osteopathy In connection with 
obstetrics ? 

Dr. Sworr. There was no interference as far as obstetrics was con- 
cerned, after the 1944 appropriations act. 

Senator Leuman. The prohibition to which you refer related ex- 
clusively to the care of the child after the first 2 weeks / 

Dr. Sworr. Yes, sir. 

Senator LeuMman. I notice in this one statement that the Bureau 
sald that payment may be authorized only to graduates of medical 
schools approved at the time of graduation or — nt by the coun- 

il of medical education of the American Medical Association. 

Have your schools and hospitals been ap proved by this council ? 

Dr. Swore. We have our ap proving : agency, Just as the American 
Medical Association has their approving agency for their institutions. 

Senator Leuman. Are you a part of the American Medical Asso- 
clation ? 





188 HEALTH CARE FOR DEPENDENTS OF SERVICEMEN 


Dr. Sworr. No, sir. We are members of the American Osteopathic 
Association. 

Senator Leuman. Are any members of your association also mem- 
bers of the American Medical Association ? 

Dr. Swore. I think not. 

Senator Leuman. Does the American Medical Association recognize 
in any way the validity of the claims of the osteopathic profession / 

Dr. Sworr. I think not. Do I interpret your question whether or 
not they pass on the approval of any of our institutions? 

Senator Lenman. I see they have not, according to what you have 
— I was tying to develop the relationship now ‘between the Amer- 

‘an Medical Association and the osteopathic practitioners, namely, 
whither there is any relationship, whether they recognize the practice 
of osteopathy on the same plane that they recognize the practice of the 
more conventional forms of medical treatment. 

Dr. Sworr. As an association, I would not be able to answer that, 
but the State health officer of Texas, that I quoted here, in his desire to 
include the osteopathic profession in their program for the practice of 
pediatrics, is a doctor of medicine and a member, as far as I know, of 
the American Medical Association. 

Senator Lenman. I remember at the time I was Governor of my 
State of New York, there was for a number of years a great deal of 
debate with regard to the position of osteopaths in the medical pro- 
fession. 

Dr. Swore. Yes, sir. 

Senator Lenman. That is a good many years ago. My recollection 
may not be accurate, but my impression is ‘that the practice of osteop- 
athy is recognized in New York State without limitation save in the 
practice of surgery. I think there are some limitations in the practice 
of surgery, is that not — ? 

Dr. Sworr. No, sir. Iam happy to inform you, Senator, that they 
have been removed, a there is an unlimited practice for the two 
professions. 

Senator Leuman. I know for a long time the practice of minor 
surgery was permitted. 

Dr. Sworr. That is right. 

Senator LenmMan. But major surgery was under discussion for a 

great many years. 

Dr. Sworr. That is right. That has now been relieved, and the 
osteopathic profession has unlimited practice rights in the State of 
New York. 

Senator Lenman. In how many States is the practice of major sur- 

gery not permitted ? 

Dr. Sworr. I am only speaking now from memory, but certainly 
less than a dozen. 

Senator Lenman. Is there a prohibition in any State on the prac- 
tice of general medicine, including pediatrics ? 

Dr. Swore. For the osteopathic profession ¢ 

Senator Lenman. Yes. 

Dr. Sworr. So far as the osteopathic profession is concerned, there 
is no prohibition against pediatrics in any State. 

Senator Leman. Is it true that in all States the osteopath can 
prescribe drugs or give treatment, let us say for typhoid fever or dia- 
betes or sy phillis, or are there any prohibitions? 
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Dr. Sworr. There are some prohibitions in a few States, and again 
they are of alimited number. At least two-thirds of the States permit 
internal medication for the ailments you mention. 

Senator Leuman. In your opinion, would a provision similar to that 
in the 1944 appropriation act applicable to medical care generally 
meet the point raised by your association ? 

Dr. Sworr. It would, Mr. Chairman, because that would include 
pediatrics as well as obstetrics. 

Senator Leaman. Thank you very much. 

Dr. Sworr. ‘Thank you, sir. 

Mr. MerkitesoHn. May I ask one question ? 

Dr. Swope, is it your position that the requirements should be bind- 
ing on the Chilidren’s Bureau or binding on the States, as well, or 
would you have that left up to the States? 

Dr. Sworr. I would leave that up to the States, because we feel that 
the State agency is better equipped to know the conditions in the 
State regarding the practitioners in that State, rather than the Fed- 
eral bureau. 

Mr. MerkLesoun. So the State law in the particular State would 
govern ¢ 

Dr. Sworr. Yes, sir; that would be the deciding factor. 

Senator Lenman. Take the State of New York; is the examination 
for licensing identical with that given to a medical practitioner? 

Dr. Sworr. They take the same examination, Senator. 

Senator Lenman. Is the course of study that is required of the same 
length and the same quality ‘ 

Dr. Swore. Yes, sir. 

Senator Lenman. Thank you very much. 

Dr. Swore. If it would be of interest to the commiteee, we submit 
for the record this educational supplement which among other things 
includes a partial list of the osteopathic hospitals. 

Senator Lenman. By whom are those approved ? 

Dr. Swore. These are approved by the American Osteopathic Asso- 
ciation, approving authority. 

Senator Pe Are those subject to State laws as to standards 
and quality of training and maintenance / 

Dr. Sworn. Yes, sir. 

Senator Leuman. If you will submit it, we will be glad to accept the 
supplement for our files. 

(The information referred to is on file with the subcommittee.) 

Senator Lenman. Miss Elizabeth Smart. 


STATEMENT OF ELIZABETH A. SMART, NATIONAL DIRECTOR, 
DEPARTMENT OF LEGISLATION, NATIONAL WOMEN’S CHRISTIAN 
TEMPERANCE UNION 


Miss Smart. Mr. Chairman, I am Miss Elizabeth A. Smart, national 
director of the department of legislation of the National Woman’s 
Christian Temperance Union. My address is 100 Maryland Avenue 
NE, Washington, D. C. 

My organization favors the passage of S. 2337. Title I of the bill 
is the same bill that inaugurated the EMIC program in World War IL. 
It has borne the test of legislation. It was worked out by the com- 
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mittees of the Senate and the House and proved acceptable to Members 
of Congress. It has been proved in the furnace of experience and 
found workable, which ought to, and I believe will, commend it to 
the Members of the Eighty-second Congress. 

Gentlemen of the committee, the problem i is briefly this: Under the 
tragic necessities of our present situation, you are taking young men 
out of the normal courses of their lives. You are depriving them of 
the opportunity to earn a livelihood in the normal commercial pur- 
suits of every day life and to set up homes as would be their privilege 
and right under normal peacetime economy. Our young people today 
face a very difficult world but they are for the most part carrying on 
their lives bravely. Your committee should realize that if it were not 
for the courage of these young people in undertaking the responsi- 
bilities of parenthood under these very difficult circumstances, our 
country might be deprived of her most essential line of defense, for 
guns, no matter how scientifically designed, do not fire themselves; 
even guided missiles require the guiding hand of someone to start them 
on their course. We need the brains of the scientists and the tech- 
nicians to prepare the weapons of defense. And if there are no sci- 
entists and technicians, no men to guide the missiles and fire the guns, 
there will be no defense. 

Therefore, the young women who are the wives of the men in our 
Armed Forces, who undertake the responsibilities of motherhood 
under all the difficulties created by this situation, are rendering a serv- 
ice to their country not less than the service being rendered by their 
husbands. I think I may say, without ex aggeration that if our 
troubled world fails to right itself for another 8 or 10 years the defense 
of the United States will be largely borne by the babies whose health 
you helped to defend by the EMIC Act in World War IT. No bill that 
was passed in Congress has returned to you greater value for the 
money that you spent. 

One of the difficulties that that act was intended to, and did, help to 
remedy was the fact that young wives, expecting to be torn from their 
husbands at any minute, followed them to the various camps through- 
out the country where, being in States of which they were not citizens, 
they found themselves without the protection of State law, and State 
hospit: al facilities were denied them. Again, especially as our armed 
services are increased in number to meet the demands of both the 
European and Korean fronts, this situation is repeating itself. The 
rising cost of necessities of life, including those for medical care. are 
adding to the difficulties of these young people. Our soldiers in Korea 
are getting a very understandable, but very unfortunate, complex. 
They say we have forgotten them. Blood banks are neglected. Life 
appears to them to be going on here as usual. They feel that we do 
not appreciate their sacrifices. I know nothing that could add more 
greatly to their morale than the passage of this bill. It would say to 
them, “Now, we have not forgotten you. Congress is aware of your 
problems. We will give to your wives and babies the care that we gave 
to the wives and infants of the men who fought in Germany and north 
Africa and on Okinawa in World War IT. 

We would urge you to do the far-seeing, the humanitarian thing. 
and contribute to the present morale of our men in service, and the 
future defense of our Nation by favorably reporting S. 2337. 
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Senator LenmMan. Thank you very much indeed for this very clear 
and excellent memorandum. 

The question that has been raised most frequently is as to the need 
for legislation of this sort. 

Miss Sararr. Yes. 

Senator Lenman. Have you or your organization any information 
bearing on that question ? 

Miss Smarr. We have not made a survey ourselves, Mr. Chairman, 
but we do understand that the Red Cross is receiving applications for 
help, and that they only are able to take care—I think they received 
some 110,000 and are only able to take care of 10.000 of these applica- 
tions. I am not positive of those figures, but it runs something like 
that. ‘That would indicate that there is a very real need for these serv- 
ices at the present time. They are the organization to whom these 
people naturally go, as you understand. 

Senator LenMan. Do you think it would be a fair assumption, too, 
that there may be many people requiring this aid, but knowing that 
it is not available, they hesitate or do not make application for it, 
since they would feel it was a waste of time? 

Miss Smart. I understand that at present to some extent the need 
is being met by the military hospitals. These servicemen’s families 
do have the right to the use of the military hospitals only, of course, 
when the facilities are available. If the war in Korea should become 
active again, or if you should have epidemics or any active fighting on 
the European front, those military hospital facilities are going to be 
absorbed, and that will throw quite a large number of women who 
have been having some help back on some civilian provisions, and I 
think that is not an impossible situation. I hope it will not arise. But 
I think Congress has to take that into consideration. 

Senator Lenman. Thank you very much indeed. 

Miss Smart. Thank you. 

Senator LeumMan. The next two witnesses have been delayed by 
other hearings, but I hope they are on their way. ‘Tomorrow we have 
a long roster of witnesses. Iam not at all certain that we will be able 
to hear all of them in the limited time we will have. Are there any 
witnesses who are scheduled for tomorrow who are here today, and 
who would be prepared to testify at this time ¢ 

Wil! you identify yourself for the record, please ? 


STATEMENT OF DAVID WHATLEY, BETHESDA, MD. 


Mr. Wuattey. Mr. Chairman, my name is David Whatley, 7400 
Arden Road, Bethesda, Md. I represent no organization. I appre- 
ciate your hearing me. I would not have requested appearance on so 
complex a subject, except that you had this extra time available this 
morning, sir. 

I have, without compensation and as an individual, lobbied actively 
over the past 13 vears in behalf of increased pay and emoluments for 
the members of the lower grades in the enlisted armed services. I have 
felt as a matter of social justice a very deep concern that they have 
been and are at the present time perh: ips the only large segment. of 
our population that is underpaid in proportion to the hazards, risks, 
and unpleasantness of duty they perform. Even the inducements for 
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hazardous work and unpleasant duty on posts in the Tropics and the 
Arctic regions are so small for the lower grades of enlisted personnel 
that their total pay still does not equal that of a Senate page boy. 

The schedule of dependency allowances in existence at the present 
time, and those which would obtain even after the raises proposed by 
the Senate Armed Services Committee in the bill now on the Senate 

calendar, which are in excess of those proposed by the House bill are 
still so obviously inadequate for enlisted men, and, as compared to 
officers, so inequitable, as to shock the conscience. 

The present law provides that a private, E-1, E-2, gets for one de 
pendent only $45 and for two dependents $67.50. If his wife is unable 
to work, and he has more than one child, the $85 provided by the Gov- 
ernment is so obviously inadequate in comparison with present-day 
living costs that it makes the provisions for some supplementary aid 
by the Government for complete medical care of his dependents so 
obviously necessary as in my opinion not to be debatable. 

It was suggested by the representative of the American Hospital 
Association yesterday that it would be undesirable to coddle these men 
and to encourage them to rely on Federal assistance and destroy their 
initiative and self-reliance, but yet we have provided over the years 
this service that you propose in these bills, for officers, their wives, and 
children, and I have seen no indication that it has militated against 
their self-respect, initiative, or self-reliance. 

The Government has called back to active duty, many fathers with 
small children from the Reserves and National Guard, and it has been 
announced by General Hershey that in 1953 and perhaps in the latter 
part of 1952, the manpower pool will be reduced to such an extent 
that he will have to draft into service a great many other men with 
children. 

1 submit that they simply cannot provide for ordinary medical 
expenses, let alone the canna expenses of obstetrical and pediatric 

care on the small amounts even provided in the bill pending on the 

Senate calendar, which raises these figures of $67 a month for two 
dependents, and $85 a month for more than two dependents for the 
enlisted men only a few dollars. The proposed increase does not even 
equal the increased cost of medical care and cost of living for one 
dependent. 

Just one other point on that. The Hook Commission, which made 
an extensive and exhaustive survey of the armed services pay a few 
years ago, in my opinion concentrated primarily upon the inducements 
necessary to have a peacetime standing force composed almost exclu- 
sively of enlisted men in the higher gr aces who would have an adequate 

salary to provide for their f amilies, and for officers. They did not give 

adequate attention nor study, in my opinion, to the members of the 
lower enlisted grades, particularly the inadequacies of the dependency 
allowance scale for the lower enlisted grades. At that time, as you 
will recall, Mr. Chairman, the armed services were not accepting as 
volunteers in the lower enlisted grades below E-4 any married men 
whatsoever. That situation changed, of course, at the beginning of the 
Korean war, and the allotment allowance bill which was passed 
shortly thereafter did not adequately reflect in the amendments that 
it made to the original allotment allowance bill the change of status of 
the members in the lower grades from that of only single men to that 
of both married and single men. 
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[ submit that as a matter of justice if we are required to force these 
men to take the tremendous reduction in pay that they do when they 
are inducted, and to exist on the small base pay that they now receive, 
that we should certainly afford in the allowance system an adequate 
amount to provide for all the medical care and other care of their 
dependents. 

| suggest that this may be accomplished in one of two ways: Either 
by inereasing the dependency allowances or by providing the care 
as proposed in these two pending bills. I suggest that the most ex- 
peditious and more simple manner would be for your committee to 
make a determination upon this policy, if possible, before the armed 
services pay bill reaches the Senate floor, and after consultations with 
the Senate Armed Services Committee, which did not get into this 
subject of medical and hospital costs in the course of their hearings 
on the pay bill, to ask their acquiescence in an amendment to the bill 
which would increase the allowances for those men not receiving 
such care for their families by the reasonable costs of such care in 
nonmilitary facilities. 

Senator Leuman. Of course, this committee has no authority to do 
that. It is entirely outside of our jurisdiction to provide for increased 
pay. 

Mr. Wuattey. I thought you might be able to do it informally. 

Senator Leuman. I do not believe that could be done by this com- 
mittee. Our study is confined to the question of providing for med- 
ical and hospital care. 

Mr. Wuattey. Yes. 

Senator Lenman. Thank you very much, indeed. 

Mr. Wuatiey. Thank you. 

Senator Lenman. Mr. Philip Schiff. 

Would you identify yourself for the record ? 


STATEMENT OF PHILIP SCHIFF, CHAIRMAN, NATIONAL PUBLIC 
SOCIAL POLICIES COMMITTEE, AMERICAN ASSOCIATION OF 
SOCIAL WORKERS 


Mr. Scuirr. My name is Philip Schiff. I am chairman of the na- 
tional public social policies committee of the American Association of 
Social Workers. We had hoped we might testify tomorrow, but in 
view of the fact that there is an opportunity to do so this morning, 
orally, I appreciate it very much. 

Senator Lenman. I appreciate that very much, because we have 
a very long schedule tomorrow. 

Mr. Scuirr. Mr. Chairman, the American Association of Social 
Workers is an organization of some 12,000 professional social work- 
ers throughout the countr vy. We have chapters in every State of the 
Union, and in Puerto Rico, and Hawaii. We are terribly concerned 
about this particular problem as it relates to this bill. I say we are 
concerned, because our membership, which is at the present time very 
much involved with public and private health and welfare programs, 
has looked at this problem for a number of years. Our chapters 
throughout the country from time to time have been in touch with the 
committee and have made clear to us that not only is this bill in itself 
important, but deserves special consideration in view of the fact that 
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the total health and welfare program at the present time, as evidenced 
by the fact that the Senate, I believe, twice passed the public loca] 
health unit bill, and the House has not done anything about them, 
has really presented the country with a problem that definitely involves 
the service personnel who are involved in this program. 

I might say that we are accumulating—I am sorry we do not have 
it at this point—for the committee, the kind of information, Mr. 
Chairman, that I think would be very helpful to the committee in terms 
of the actual number of cases that our chapters have come across where 
service personnel or the wives of service personnel have needed the 
kind of aid that is provided in this bill. 

I can say to you that as a result of the experience that some of us 
have had in USO, during World War II, that many of our requests, 
and I am now talking for USO at this time, except those of us who are 
in the social-work profession have seen the problem in that regard, we 
have seen the wives of service personnel. Then we have talked with 
them, we know the problems with regard to maternity and infant 
care. Were it not for the fact that the Children’s Bureau had a pro- 
gram which involved taking care of these people, I think the country 
would have suffered a good deal in terms of the lack of services that 
they require. 

We are able from time to time through our chapters and our pro- 
fessional workers to refer these people to those agencies in the Govern- 
ment under the auspices of the Children’s Bureau to do something 
about the problem. We have discussed with the military from time 
to time throughout World War II, and we know of their great. con- 
cern in connection with this problem. We propose that if this bill 
were passed—and we certainly hope that it will be—that our chapters 
will again become very active and make available both to the military 
and the public and private agencies the kind of information that we 
who are on the spot in dealing with these problems, can call to their 
attention. 

That, Mr. Chairman, is our concern for the kind of bill as en- 
visioned by the committee at the present time. Our members, as you 
probably know, must have a degree in social work in order to perform 
adequately the kinds of services required. They are trained case 
workers. They are trained group workers. They are trained medical 
workers. They are trained samidasale workers. It is our hope that 
Congress will pass this bill. We will make available whatever serv- 
ices we can to carry out the purposes of the bill itself. 

I will be glad to answer any questions that you may have. 

Senator Leuman. I have just one question. A question has been 
raised here with regard to the need for the program at the present 
time. Can you testify, on the basis of reports that may have come 
to you from your members who, I understand, represent a large 
segment of the trained social workers of this country, with regard to 
this question of need? In other words, have you had reports of cases 
where assistance of this kind is essential for the welfare of the 
prospective mother or the child that is to be born ? 

Mr. Scuirr. The answer to your question, Mr. Chairman, is defi- 
nitely “Yes.” When we received information to the effect that your 
committee was considering this bill, we immediately got in touch with 
our chapters throughout the country. As I say, they are in every 
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State of the Union. We are at the present time getting the kind of 
information that the committee would like to have. Iam sorry we just 
have not had enough time to develop that, but we will make available 
for the committee the kind of information which we think is first-hand 
information and which might be helpful. 

Senator Lenman. I would appreciate it very much if we could 
have that. 

Mr. Scuirr. Yes. We are concerned about the general lack of 
health and welfare facilities throughout the country as they relate 
to the kind of problem we are considering, particularly, Mr. Chair- 
man, as they relate to the lowest grades of our military personnel. 
We think there is a morale factor there that cannot possibly be stressed 
too much. ; 

Senator Lenman. When you say the “lowest grades,” do you in- 
clude the seven grades / 

Mr. Scuirr. Yes, sir. That is right. 

Senator Lenman. Under S. 2337, the scope of the program has been 
enlarged from the four grades, as was the case in World War II, to 
seven grades, 

Mr. Scuirr. We consider it part of our responsibility to develop 
responsible information and statistics and case records. 

Senator LeumMan. Are many of your people settlement workers? 

Mr. Scuirr. Among our people are settlement workers, institutional 
workers, people who work in public agencies and private agencies. 
I would say they cover the gamut of the field of the social-work 
profession. 

Senator LEHMAN. So they would probably know from their com- 
munity contacts quite a lot about the need / 

Mr. ScuHIrr. Yes: and I might say to you that as we have studied 
the bill dealing with public-health units on a local level, we have 
developed similar types of information which we would like to make 
available to the committee. 

Senator Lenmwan. Thank you very much. 

Mr. Scuirr. Thank you, sir. 


STATEMENT OF THE AMERICAN ASSOCIATION OF SoctAL WorKERsS. REGARDING 
S. 2337 anp S. 1245 


The American Association of Social Workers is the largest professional 
membership association in the field of social work. It has about 12,000 members 
living in all parts of the United States and its Territories. They are employed 
in public and voluntary local, State, National, and international agencies. Its 
120 chapters are located in practically every State and in Hawaii and Puerto 
Rico. An annual conference attended by delegates chosen by each chapter pro- 
vides the chief means of formulating membership opinion on health and other 
national problems. 

For the past 20 years the American Association of Social Workers has stood 
squarely for all bills that would extend health resources to the American people. 
We have had a particular concern for measures which would enable the low- and 
middle-income groups to secure medical and hospital services. Because of our 
ong and continued interest in these basic problems and in the field of health, 
we want you to know that we support the proposals in S. 235 
and shall work toward the passage of these bills or of other legislation which 
the Health Subcommittee might recommend to meet the problems of maternity 
und infant care and hospitalization for the dependents of enlisted members of 
the Armed Forces. 


os and S. 1245 
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The health of the citizens is a basic asset to our country. While we are 
engaged in a protracted struggle abroad to defend our democratic way of Lite, 
it is imperative that we organize and maintain those resources—such as ma 
ternity and infant care and hospital care for dependents of enlisted personne! 
in the Armed Forces—which contribute to the morale of our fighting men and 
the well-being of their families. We believe that it is the responsibility of the 
Federal Government to initiate, develop, and finance these essential healt! 
services which would be provided by the States through State and local healt) 
departments. To do less is to fail in the national defense. 

We understand that the Department of Defense is expecting a total strengt) 
of more than 3,000,000 enlisted members of the Armed Forces in 1952. It is esti 
mated that there will be approximately 200,000 births to wives of enlisted men 
in 1953. Care can be provided for about 70,000—-75,000 births in military hos 
pitals, but this leaves 100,000-125,000 births for which military facilities wi!| 
not be available. 

In addition to the maternity problem, enlisted men are concerned over medica! 
eare for their children. We understand that 64 percent of the married men in 
the Army are under 30 years of age and thus bave not had the opportunity t 
acquire great economic stability or to lay away Savings to meet emergency 
medical needs. More than half of the married enlisted men have children and 
these average two per family. Seventy percent of these children are under 6 
years of age. These figures bring us to the conclusion that medical care for 
young children is a grave problem for our enlisted personnel. 

The quarters allowance for a man in the lowest pay grade who has two de 
pendents or more is $8) a month plus the $40 that he contributes or $125 a 
month for the care of his family. We social workers know that this amount 
is inadequate for a minimum standard of decent living. Unless some provision 
is made for maternal and infant care and hospital care, the family of such an 
enlisted man will have to depend on charity to meet medical needs. The realiza 
tion that an enlisted man in the first pay grade cannot provide the necessary 
medical care for his family in time of emergency will inevitably keep married 
men from enlisting and thus retard the defense effort. 

Permit us to point out, also, that an enlisted man in the highest pay grade 
would receive a quarters allowance of $85 a month and would contribute an 
additional $80, thus totaling $165 a month for the care of two or more dependents. 
One hundred and sixty-five dollars a month or $1,880 a year is still an amount so 
low that a family of three would be living below a subsistence level. 

In addition to the maternity and infant care provisions of the bills under 
consideration, we favor strongly title II, the hospital care provision of S. 2837 
for dependents of enlisted members of the Armed Forces. The sudden need 
for hospital care can strike a blow at the economic security of any citizen in 
as low an income bracket as that of our enlisted personnel. It is our patriotic 
duty to provide this type of security for the dependents of persons serving the 
country in the Armed Forces. 

When we recall our experience under the emergency maternity and infant 
care program of World War II, we believe that the Congress can do several! 
things to improve on the operation of the former program. Substantive legis- 
lation is needed rather than appropriation bills alone in order to put the program 

n and to define the responsibilities of the Federal Security 
e health agencies. Also, time to prepare for any new pro 
wed before the program goes into operation. The Federal 
v Agen State health agencies will need administrative funds during 
program begins so that general policies and State plans can 


. uany, we weartily approve of title I, section 102 (a) (7) and title IT, sec 
tion 202 (a) (6) of S. 2337, pertaining to establishment of standards designed 
to safeguard the quality of care furnished under these plans. We believe that 
the quality of care is the cornerstone of a sound maternity and infant care and 
hospital care program. We owe this protection to the dependents of service- 
men who will benefit by the program. 

We are convinced that the families of enlisted members of the Armed Forces 
need maternity, infant, and hospital care. We urge the Congress to meet this 
need by appropriate legislation such as S. 2337 and S. 1245. 


Senator Lenman. The next witness is Dr. Dorothy Ferebee. 
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STATEMENT OF DOROTHY B. FEREBEE, M. D., MEDICAL DIRECTOR 
OF THE UNIVERSITY HEALTH SERVICE, HOWARD UNIVERSITY, 
AND PRESIDENT, NATIONAL COUNCIL OF NEGRO WOMEN 


Dr. Fereser. Senator Leh: an and the committee, I am Dr. Dorothy 
B. Ferebee, a practicing physician in the District of Columbia, and 

. former partic Ipant in the emergence Vv maternity an d infant care pro- 
gram of the last war. I wish to speak for myself and for 800,000 
members of the National Council of Negro Women in support of the 
provisions for an effective and efficient program of maternity and 
infant care and of hospital care for the dependents of enlisted members 
of the Armed Forces in the seven lowest-pay grades, as outlined in 
titles I and IT of S. 2337. This will assure most desirable and greatly 
needed services to wives and children of enlisted men. 

During the war years, when a great deal of mobility among service- 
men resulted in the migration of their families from one community 
to another, the emergency maternal and infant care program was a 
hoon ere mothers and ee Harassed not only by the anxi- 
eties of an approach ng birth, but also by the uncertainties of the 
medics al services aval ilable to them, and of the financial means for 
obtaining them, they found some needed security under that progr am. 

The emergency maternal and infant care progr: im is acutely needed 
now. Enlisted men and their wives are at the peak of the ¢ ‘hild-bear- 
ing age. In fact, it is estimated that about 200.000 babies will be 
born to wives of these men over the per iod of 1 vear. Slightly more 
than one-half of the married men have children. predominantly in 
the presc ‘hool years. The mil ay hospit: als and person nel are unal ble 

»care for all thee xpected births It is currently poss} ible to provide 
care for approximately 75,000 of these births. But even if the military 

facilities were available, many wives are so far removed from the 
hospital sites, that extended travel would prove hazardous. 

The quarter allotment is inadequate for current living expenses, 
not to mention the additional Cost of the pregnancy, W hich has doubled 
along with all other livine costs since 1945. Servicemen are often 
inducted at a pay lower than their civihan salary. They are often 
required to make commerce lt al loans or to borrow from ort he ‘Ts in order 
to cover even basic maintenance costs. Or even worse, in many cases 
no financial resources are available to them at all. 

Under this circumstance, no service may be available thus projecting 
the patient into conditions which are hazardous to the lives of both 
mother and baby. At best, their health may be menaced by neglect. 
Most certainly we should not w: oe it upon our consciences that any 

mother or baby had been lost or their health Imipal ired by the exige hnciles 

of military service. 
An effective program of good maternal care as proposed here in 
2337, for example, is designed to carry a mother through her period 
of pregnancy with a minimum of discomfort and distress; to assure 
her of a safe delivery and a healthy baby. 

The Jack of such care often results in serious complications and 
disastrous mishaps. There are, for instance, the untreated and un- 
controlled blood pressures which may result in toxemia and con- 
vulsions,and death. There is the danger of hemorrhages and untreated 
ufections, many of which could be detected and controlled under good 
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prenatal care. Nutritional deficiencies or undiscovered infections in 
the mother are often reflected in the babies, and a large percent of 
babies born under such adverse conditions fail to reach their first 
birthday. 

The many problems of the serviceman and his family do not end 
with the birth of the child. Postnatal care is equally as essential as 
prenatal. This is often severely curtailed by financial stress, aggra- 

vated by the costly period of pregnancy and delivery. At the very 
time that proper food, protective clothing, and other needs are most 
important to the infants and growing children, the serviceman’s fam- 
ily is often faced with the multiple obligations accumulated during 
pregnancy. 

May I address myself for a moment to title IT of this bill providing 
for the furnishing of hospital services to dependents of members of 
the Armed Forces, as bed patients. Hospitalization is too often an 
unexpected and consuming expenditure. The same financial problems 
that face the enlisted man in trying to provide for his wife during 
the period of pregnancy and confinement are inherent in securing ade- 
quate hospital care for any dependent he might have. Providing bed 
patient care is a logical extension of maternity and infant care. 

Asa physici ian, I have seen the devastating effects of worry, anxiety, 
insecurity, and depression upon the serviceman, his wife and his fam- 
ily. Military service should not require such undue sacrifice. The 
least we can do is to assure to our enlisted men that their fundamental 
needs be provided for. This was recognized in World War II and those 
who now man our defense should have a like guaranty. It is in- 
conceivable that a great and prosperous nation should deprive men of 
the privilege of caring for their families, without seeing to it that 
adequate care is mi: ade a cert: iinty, in return for a just and honorable 
service. Then there is the right of the child according to the children’s 
charter “to be well-born.”. This is the right he should not be deprived 
of, just because his father happens to ‘be a member of the Armed 
Forces. It would seem then that the services envisioned in this bill 
are the very least that our Nation should underwrite for the wives and 
families of its defenders. 

Senator Lenman. Dr. Ferebee, I believe that you are a medical 
director ? 

Dr. Ferener. Yes; I am at Howard University. 

Senator Leuman. You have a maternity ward ? 

Dr. Frereser. We do not have one at the university, but at the 
affiliated Freedmen’s Hospital. 

Senator Lenman. You are familiar with that? 

Dr. Fereser. Oh, yes. 

Senator Lenman. I paid a visit to it at the beginning of last vear, 
and even at that time my impression was that the maternity ward 
of the hospital was already very much overcrowded. 

Dr. Ferener. Yes; it still is. 

Senator Lenman. To what extent can you care for the cases that 
have applied to you for admission to the maternity ward? 

Dr. Frrener. Formerly mothers used to be kept in the hospital 
from 5 to 7 days, but because of the overcrowded condition and the 
present demands for beds we are now able to hold them only for 3 
days. The turn-over is pretty rapid, and in this way we are able to 
take care of a greater number of patients, 
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Then, too, we have emergency provisions of setting up extra beds 
in an overcrowded section. It is not ideal, of course. 

Senator Lenman. That was very evident, more than a year ago, 
when I was out there. Suppose you have a prospective mother for 
confinement; what care would she get in the District of Columbia, 
if your hospital and other hospitals were so overcrowded that they 
could not take care of these cases, which I am sure must be a fact 
from time to time? What recourse would that mother have ? 

Dr. Frereser. It would make a very difficult problem for both the 
patient and the hospital. The hospiti ils usually have a communicating 
system of calling around, inquiring for beds, thus helping each other 
by appropriating or allocating some of their services for mothers that 
are emergency cases. 

Now, in the instance where all hospital beds are taken, it may mean 
that the mother would have to be delivered at home. We do not like 
it, of course, because facilities are not adequate, but very often we 
do have to return to the home delivery service. 

Senator Leman. You say you keep the mother there for 3 days? 

Dr. Frereser. Yes. 

Senator Lenman. What care, if any, do you give the mother in 
the way of prenatal care ? 

Dr. Ferreer. We like to get the mother as soon as she thinks she 
is pregnant. If that is true, she may know at 214 months. From 
214 months through the whole period of 9 months, prenatal care con- 
sists of one visit a month for the first 7, and two visits a month for the 
next 2. Of course, if there are intervening or intercurrent conditions 
that will require more frequent service —— 

Senator Lenman. Is that given in the clinics or the out-patient 
service ¢ 

Dr. Fereser. In the out-patient service. 

Senator Lenman. Are you able to take care of all applications for 
prenatal care ? 

Dr. Fereser. No. Physicians must give some of that in their own 
offices. As a participant of the old EMIC program, I took care of 
many of the prenatal cases in my own office, because the prenatal serv- 
ices Were so crowded that a mother would go early in the morning and 
sit through a whole day on hard benches, and then perhaps at 4 
o'clock might not have been examined or treated. 

Senator LenmMan. Or might not get in at all? 

Dr. Fereser. That is right. 

Senator Leuman. You try to give prenatal care to some extent, 
To what extent can you say the need for postnatal care exists? 

Dr. Ferever. That is also given in the postnatal clinic at the hospi- 
tal, where the mother returns at the end of 6 weeks for a complete 
examination, and for follow-up and instruction. If the doctor has 
done it as a private case, she returns to the doctor’s office at the end of 
6 weeks, and is given a thorough examination, and further instruc- 
tions for her own care and the care of the baby. 

Senator LEHMAN. Suppose she does not have money to pay for the 
private doctor ? 

Dr. Fereser. If she does not have money to pay it, she must go to 
a free clinic, if she is eligible for District care. The wife of a non- 
resident enlisted man is not eligible for the services. 
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Senator Lenman. Is that the case now? 

Dr. Frereser. Yes, if a mother is unable to pay, if she cannot get 
into the free clinic, then there is no service. If because she has not 
lived in the District for 1 year and cannot get into the free clinic, and 
if she cannot pay a doctor, there is nothing. This means she is a neg- 
lected case, and some of the unfortunate things I have mentioned here, 
some of the very disastrous mishaps may befall her. 

Senator Leuman. Suppose a mother comes to Freedmen’s Hospital 
and is unable to pay the usual charge which you ask to have paid, 
does the hospital receive compénsation from some source ¢ 

Dr. Fereser. Yes; it does. 

Senator Lenman. Is that from the city or the District? 

Dr. Feresee. With our particular hospital, the one with which | 
am affiliated, Freedmen’s Hospital, it depends upon the residence of 
the patient. If she is eligible for District care, then the District wil! 
pay a certain amount to the hospital. 

Senator Lenuman. In other words, she is on relief, then? 

Dr. Frreser. Yes; she is on relief. If she is a Federal case—for 
instance, if she lives in an outlying State, in a surrounding district 
then the Government pays a certain proportion of the cost, not full 

cost; but it is still relief money. 

Senator Leuman. Thank you very much, indeed, Doctor. 

Dr. Fereser. Thank you, sir. 

Senator Lenman. Mr. Mason. 


STATEMENT OF WALTER J. MASON, MEMBER, NATIONAL LEGIS- 
LATIVE COMMITTEE, AMERICAN FEDERATION OF LABOR 


Mr. Mason. Mr. Chairman, my name is Walter J. Mason, member 
of the national legislative committee of the American Federation of 
Labor. 1 am appearing here today on behalf of the American Fed- 
eration of Labor in support of S. 2337. I have with me Mr. Sandman. 
who is a member of our research staff. 

The American Federation of Labor appreciates the opportunity to 
present its views on what it believes to be an extremely vital problem 
requiring urgent attention of this Congress. 

Senator LEHMAN, May I ask, is this your personal testimony, or 
is this submitted on behalf of the American Federation of Labor / 

Mr. Mason. It is submitted on behalf of the American Federation 
of Labor. 

This problem concerns the American GI—the enlisted man in the 
Armed Forces of the United States. Following the hasty demobiliza- 
tion at the end of World War II, our Armed Forces were reduced to 
about 400,000 men. In an incredibly short time we have increased 
this number ninefold. The mobilization goal of 3,600,000 men under 
arms, set for the defense program short of w ar, has been nearly 
reached. It is proposed to maintain our Armed Forces at least at this 
strength for an indefinite period. 

Of this number, 3,200,000 are servicemen in the seven lowest pay 
grades. These are the men with whom we are particularly concerned. 
Toa large proportion of these men entrance into the Armed Forces 
‘meant an interruption of normal employment. To their families it 
meant the necessity of making ends meet a drastic curtailment of the 
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family budget due to the shift of the chief breadwinner from normal 
earnings in employment to military pay. 

Another large proportion of servicemen are young men who would 
have become wage earners, but entered the Armed Forces instead. 
Some of them are recently married. Others marry just before enter- 
ing the service. Still others will marry while in the service. 

To servicemen whose wives become expectant mothers, nothing is 
more important than the assurance of proper medical facilities to see 
the mother and the child safely through. Yet, the great majority 
of them are confronted with an enormous economic obstacle; inability 
to meet the heavy financial burden of proper prenatal medical care, 
of maternity hospitalization, and of proper medical care to both the 
mother and the infant. 

Both S. 2337 and its title I and S. 1245 are designed to meet this 
phase of the acute problem. S. 2337, introduced 614 months after the 
introduction of S. 1245, reflects much thoughtful study given the 
problem since the introduction of the earlier bill and contams many 
important improvements. The American Federation of Labor sup- 
ports S. 2337 and urges its adoption, with a few perfecting changes 
| will suggest for the consideration of the committee. 

Let me note in this connection that S. 2337 would confine the en- 
actment to the duration of the present emergency, while the earlier 
bill proposes a more permanent basis for dealing with the problem. 
Our view is that the maiutenance of enlarged Armed Forces is not 
confined to the immediate emergency. At the same time we are con- 
vinced that effective means for meeting this need in any other way 
will not be fortheoming until a comprehensive national health pro- 
gram has been realized. Provision of maternal and infant care to 
their wives and children should be assured to the servicemen at all 
times. S. 2337 isa major step toward meeting this need. 

Is the problem of maternity and infant care, as it affects the wives 
and children of servicemen, a real one? We believe the evidence is 
conclusive that it is not only real, but critical. Your committee has 
before it the results of the special survey conducted by the Depart- 
ment of Defense in cooperation with the Children’s Bureau in the 
spring of 1951. This survey showed that 4 our of 10 of the married 
servicemen were under 25 years of age. More than one-half of all 
married men had children, and the average being two children per 
family. The great majority of these children were of preschool age, 
70 percent being under six. It is estimated that about two-thirds were 
under 5 years of age. About 20 percent of the married men stated 
that their wives were pregnant when the survey was made. 

The best estimate is that there will be over 200,000 births to wives 
of enlisted men in 1952. Some facilities are available to take care of 
these births in military hospitals. However, the best estimate is that 
provision could be made in military hospital facilities to take care of 
not more than 75,000 births. This means at least 125,000 maternity 
cases will have to be taken care of in civilian facilities at the expense 
of the enlisted men. If, however, the number of beds needed for men 
in the Armed Forces increases substantially, a considerably greater 
number of servicemen will have to assume the expense of maternity 
hospitalization and find civilian facilities. | , : 

We know that the quarters allotment for the wife of a serviceman 
who is one of the three lowest orades ls SS5 a month. W hen the 
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baby is born, the allotment goes up to $107.50 per month. The 
highest amount the wife of a serviceman in one of these grades can 
receive, regardless of the number of children, is $125 per month. 

With the exception of a very small number of families who have 
independent means, and who do not rely on current income for liveli- 
hood, most servicemen must find a way to meet this problem. The 
plain fact is that the present. allotment scale for enlisted men is not 
adequate to sustain the financial burden involved in childbirth and 
in the proper care of both the mother and the infant. 

We must squarely recognize the fact that the existing military fa- 
cilities are inadequate to meet the problem. I refer you to the reports 
of the Preparedness Subcommittee of the Committee on the Armed 
Services, and especially sections describing the available facilities for 
medical care in the thirty-first, thirty-fourth, and the thirty-sixth 
report. These reports provide conclusive evidence that the present 
facilities are not adequate even to take care of the current needs of the 
Armed Forces, and that the available facilities will be overtaxed if 
hospitalization of servicemen suddenly increases beyond the current 
levels. They provide evidence that facilities are not available to meet 
the problem of maternity and infant care with which we are con- 
cerned, 

We should also take into account the simple fact that the majority 
of wives and dependents of enlisted men live in areas far removed 
from military hospitals and are unable to take advantage in most 
cases of such military facilities as might be able to provide for them 
ata given time. Some may argue that the problem may be met simply 
by a “payroll deduction plan utilizing a private health insurance sys- 
tem on a voluntary basis. This is clearly not a practical solution. 

Voluntary health insurance plans as they now exist are extremely 
limited. According to the Report No. 359 of the subcommittee of the 
Senate Committee on Labor and’ Public Welfare, voluntary health in- 
surance pays only 10 percent of the money spent for doctors’ bills in 
the Nation as a whole. Even more important is the fact that a great 
many of the voluntary health insurance plans do not provide for hos- 
pitalization and that a great number of plans specifically exclude 
maternity hospits lization cases. Failure to enact 8. 2337 would sim- 
ply mean failure to discharge the responsibility toward the service- 
men by the Nation they are ¢ alled upon to defend. 

We believe that S. 2337 wisely provides for the utilization of the 
State health agencies to administer the program. This is the best way 
to make fullest use of the resources and facilities of the communities 
and of the States in the administration of this service. This is borne 
out by the broad basis of experience in World War II in the admin- 
istration of the emergency maternity and infant care program. We 
should remember that under that program a million babies were born 
and cared for, benefiting from the program then in effect. 

Since the problem is a national one, we believe it is proper that the 
program be financed entirely out of Federal funds. Service in the 
Armed Forces is a national service and imposes personal and financial 
hardships on all servicemen regardless of their State residence. We 
feel strongly that the benefits of the program should be available to 
all oo ‘infants, and dependents of enlisted men, regardless of State 
residence. 
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We also strongly endorse the hospitalization care for dependents 
of enlisted men as provided in title II of S. 2337. All of us are 
familiar with the high costs of hospitalization. There is no need to 
emphasize this point. In most cases it is impossible to anticipate 
the time when an individual will require hospitalization. Its unpre- 
dictable nature makes it difficult for the average person to protect 
himself in advance from its financial hazards. Many of our collective- 
bargaining agreements contain health and welfare provisions cover- 
ing “hospit: alization expenses. Various insurance plans are available 
to underwrite part of the cost of hospital care. Servicemen, however, 
are not covered by collective-bargaining agreements. And the major- 
ity of servicemen, according to a recent survey, do not have any form 
of medical insurance to cover their dependents. This leaves the 
enlisted man—whose pay plus dependents’ allotment in most cases is 
sufficient to cover only a minimum of living expenses—completely 
unprepared to meet the cost of hospitalization for his dependents. 
Title II of S. 2337 provides the necessary means to enable the enlisted 
men to meet this need. 

We would like to recommend several improvements in the present 
formulation of the bill. 

The definitions in section 302 should include a definition of the term 
“dependents” for ne purpose of determining eligibility for services 
under title IT. We believe that the definition of dependents should be 
the same as that in the Dependents’ Allowances Act now in effect. 

We feel that some technical clarification may be helpful to define 
more clearly the conditions under which hospital services under sec- 
tion 201 are to be provided. 

We recommend also that the National Advisory Councils provided 
in sections 108 and 208 of the bill be consolidated into one, and that a 
single National Advisory Council be formed for the purpose of 
dealing with both titles. A single national committee of this kind 
would be in a better position to provide coordination and over-all 
guidance with regard to both aspects of the program. 

In view of the prospective size of the Armed Forces as compared 
with the peak of World War II, the scope and cost of the proposed 
program will be substantially smaller than during the last war. This 
relatively small expenditure will contribute immeasurably toward 
raising the morale of our Armed Forces and toward helping the serv- 
icemen meet their greatest need. This is an important step in dis- 
charging our responsibility toward the men serving our country. 

Senator Leuman. Thank you very much, indeed. 

Mr. Mason, yesterday one of the witnesses testified that in his 
opinion the assumption of this responsibility on the part of the 
Government would greatly lessen the self-reliance of our young people, 
and instead of seeking their own remedies, that they would get into 
the habit of relying exclusively on Government. 

Of course, there is no doubt at all about it that in some cases people 
who receive governmental aid of one character or another do become 
possibly less self-reliant. Do you not feel and dene not your organiza- 
tion feel that the health care of mothers and prospec tive mothers and 
the health care of children who may be born is an entirely different 
category from almost anything else ? 


Mr. Mason. Absolutely, Mr. Chairman. 


9R358—52——-14 
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Senator Lenman. And that a man who is taken away from his job, 
usually at very considerably less compensation than he would get on 
a priv ‘ate job, is entitled to aid and assistance from his Government 
during the time he is serving his country in uniform ? 

Mr. Mason. I agree with. you entirely, Mr. Chairman. I think the 
witness yesterday must have failed to recognize that there are 
thousands of our enlisted men who were required to leave their busi- 
nesses and their jobs where they were receiving three or four 
hundred dollars a month or more, to enter the armed services, and 
their income was reduced to $85 a month, so that they not only are 
not able to take care of their medical and hospitalization care that 
may arise from time to time, but are also required to lower their living 
standards. A number of these servicemen have other numerous obli- 
gations which they are unable to meet with the reduction in pay and 
will have to wait until they are released from the armed services. 

Senator Leaman. Both bills provide that ‘the States, under plans 
approved by the Children’s Bureau, may contract with any voluntary 
insurance agency, or as a matter of fact with any private doctor or 
association of doctors, so that their freedom of action to employ any 
agency that may be of advantage is very wide. 

“One of the witnesses proposed that we work exclusively through 
voluntary insurance companies, particularly through the Blue Cross, 
and that deductions be made from the serviceman’s pay by the Fed- 
eral Government. He particularly emphasized the progress made by 
industry in insuring its workers in Blue Cross or other voluntary 
insurance programs. 

I want to ask whether you agree with me on this—something that 
I mentioned to him yesterday—that in the first place, under those 
circumstances, there would be no provision for either prenatal 
care or postnatal care, Which to my way of thinking is highly im- 
portant, and there would be no uniformity whatsoever with respect to 
the kinds of care provided, because we have half a dozen different 
types of voluntary insurance programs—hospitalization, medical care, 
use of laboratories and X-ray facilities, group health insurance, and 
various others—so that under such a scheme we would have no uni- 
formity whatsoever in the care of the mother or in the care of the child. 

In one section of the country a mother might get a certain amount 
of care, while in another section of the country or under different 
conditions entirely different care would be given. This would seem 
to me to be manifestly unfair, because if we are going to assume 
responsibility toward prospective mothers and children, we have to 
assure uniform treatment, under which everybody is going to have 
the same kind of care, hopefully the best possible care. Do you agree 
with me on that ? 

Mr. Mason. I agree with you, Mr. Chairman. I think it should be 
noted, too, that in most of our voluntary plans that cover maternity 
cases, the coverage does not become in effect until about a year after 
the policy is in force, so even, with a plan of that kind, it would not 

take care of the immediate problem we have of the expectant mothers. 
I do not know of any voluntary plan that would insure you and give 
you coverage on maternity cases if the wife is already pregnant. 

Senator Lenan. Aside from that, one system atl help defray 
hospital charges, another system will help defray medical charges. 
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Mr. Mason. On maternity cases, I do not know of any plans. 

Senator Lenman. I do not know, but let us assume they do. 

Mr. Mason. I imagine if they did the premium would be very, very 
high. 

Senator Lenman. Another one provides for group health insur- 
ance. The only way you could have uniformity would be to choose 
one kind of voluntary health insurance service and make it mandatory 
for everybody to be insured under that service. I doubt that there 
would be public approval of that, and I do not believe for a moment 
that Congress would agree to pick out just one kind of insurance. 
Also if we did that, we would make the insurance mandatory. Those 
who even mention such an idea are accused of believing in socialized 
medicine. 

Mr. Mason. That is correct. 

Senator LeHMaNn. It does not seem to me to be a practical sugges- 
tion. 

Thank you very much, indeed. 

Mr. Mason. Thank you, Mr. Chairman. 

Senator Leaman. Mrs. Stough. Thank you very much for coming. 
I know you came out of order today, and it is very helpful. 


STATEMENT OF MRS. ADA BARRETT STOUGH, EXECUTIVE 
DIRECTOR, AMERICAN PARENTS COMMITTEE 


Mrs. StroueH. Because I’m appearing now, I do not have a written 
copy of my testimony. | expected to have it stencilled beautifully 
for you tomorrow. 

Senator Leaman, It will be of great help because we have a very 
long schedule tomorrow. 

I would like to ask you how long your testimony will take, because 
unfortunately I have to leave here at 12 o’clock. 

Mrs. Sroven. I think, Mr. Chairman, that I can do it in almost 12 
minutes. 

Senator Lenman. You will excuse me if I have to break in on your 
testimony because I have something that I want to introduce as soon 
is the Senate meets. 

Mrs. Srovucn. I am Mrs. Stough, and I am executive director of the 
\merican Parents Committee, which is headed by George Hecht, 
of New York. He asked me to give you his personal regrets because 
he is ill with the virus and could not appear, so I am representing the 
association. 

We want to speak to S. 1245 and title L of S. 2337. Our organiza- 
tion has no position on title IT of S. 2337, which donk | provide hos- 
pital care for dependents. Therefore, what I shall say will apply 
only to those provisions which seek to provide maternity and infant 
case for the wives and infants of servicemen. 

The Ameriean Parents Committee favors the reestablishment of 
the so-called EMIC program. We believe that the exper lence during 
World War II furnished evidence that it did help to raise the morale 
of servicemen by relieving them of worry about financing medical 
and hospital costs of their wives and infants. We think it also helped 
to boost the morale of the wife who was left alone to have a baby under 
whatever circumstances she could arrange. 
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That seems not to have been mentioned by witnesses. Certainly 
what EMIC did to ease the mind of the mother and to furnish the 
needed security for the other children that might have been in the 
family cannot be estimated in dollars and cents. The testimony that 
has been given here this week, and given by people who helped to 
administer the plan indicates that under EMIC the life and health 
of wives and infants of servicemen were better safeguarded than 
they might otherwise have been. 

I thought it was extremely significant yesterday when Dr. Burney 
testified that in Indiana the maternal and infant mortality rate of 
patients under EMIC was only one-third of what it was for the 
State as a whole. As we have listened to testimony here this week 
and have added to it the results of the limited investigation we have 
been able to make, it seems to us that there are two points on which 
there is agreement: First, that when men are called to fight for their 
country their careers are interrupted; their incomes in most cases are 
lowered, and the conditions under which they must live are changed 
from everything we would call normal. Second, the payment ‘for 
maternity and infant-care services is a benefit to which servicemen 
are entitled, if they need it, as partial recompense for the sacrifices 
involved. We have heard no one disagree with that idea; at least 
not out loud and for the record. 

The desirability of enacting legislation to establish the EMIC pro- 
gram seems, therefore, to hinge on the question whether or not there 
is need for the program now. You lave had one set of figures g.ven 
to you this week which would seem to indicate that the need is sig- 
nificant enough to demand attention; and, on the other hand, yesterday 
it seemed to me you had data which was designed to show that there 
is no need for an EMIC program, and that ‘the few hards ship cases 
that do arise can be taken care of by existing agencies. 

Since both sets of figures have emanated from sources greater than 
any on which we can ‘draw, we are not in any position to challenge 
or support either of them. 

However, there are a few comments we believe to be pertinent. You 
have heard—and I believe these are figures which have not been chal- 
lenged—that there are 3,200,000 men in the seven lowest pay grades 
of the Armed Forces, and that 200,000 babies will probably be born 
to the wives of these men. 

Now, if military facilities can provide care for only 75,000, as the 
Department of Defense says, then it is obvious that 125,000 must be 

cared for by private doctors and in private hospitals. Now, the moot 
question seems to be: Do the wives of those 125,000 lowest-paid serv- 
icemen have the money to pay for that service; and, if they do not, 
what happens? 

It seems to us it is difficult to put down at this time in bold, black, 
well-documented figures the need for an EMIC program; but, because 
of the fact that you cannot document it, we certainly would not con- 
clude that there is no need for it. We have heayd that the American 
Red Cross, through its survey, estimated that next year they would 
receive 110,000 requests for help in obtaining maternity care, and that 
would certainly indicate hardships. Since the policy of the American 
Red Cross would enable it to care for only 10,000, then there are an- 
other 100,000 that are going to seek help elsewhere. The fact that 
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these 100,000 are scattered over every part of the country means that 
the demand in any one State is not likely to be great enough to make a 
terrific impact on the head of the State agencies who by their profes- 
sional training would tend to estimate the need in numbers. I think 

that explains ‘why neither our organization nor anyone who testified 
so far has been able to present conclusive evidence from the States. 

I might say, Mr. Chairman, that on our own we have written to, I 
think, every State in the Union, asking them specifically a question 
on the need for EMIC. There has been a variation in the answers, 
and I would be glad to share them with the committee. I will not 
take the time now. By and large, I think they show what the other 
witnesses have said: that the States do not see any great clamor for 
the program. But,as I said, I think it is because they are so scattered, 
and the few cases here and there do not make such an impact on the 
State, that they are impelled to rise up and say there is a great need 
for it 

Senator Lenman. I think there is another reason. One of the wit- 
nesses gave some figures vesterday that I thought were very signifi- 
cant and ver V inte resting. He s howed that the reque sts for assistance 
that had come to State agence ies were relative ly small in States which 
have large urban centers, like New York. Pennsylvania, Illinois, or 

California. 

Mrs. Sroven. That is right. 

Senator Lruman. But in the so-called rural States requests were 
out of all proportion to the relative populations of the States. For 
instance, they were frighte ningly large. l thought, 1 in States like Ari- 
Zona and Nebr aska a and down in Puerto Rico. On the other hand, 
they were relatively small in States with large urban centers. 

Mrs. Sroven. I thought also significant in that same testimony was 
the breakdown in the answers that came from local agencies as com- 
pared to State, which would mean that it is the local agencies that are 
acquainted with this need. However, it seems to us that the morale 
of a corporal who has to borrow money to provide for his wife, or send 
her home to her parents and ask them to foot the bill, is not raised or 
lowered by the number of other corporals who are in the same situation. 

\ look at his compensation will probably help us to understand his 
situation. He is likely to be a young man, as mentioned this morning. 
He has had little opportunity to accumulate a nest egg. He gets as 
basic pay $96 a month. Out of that he allots $40 to his wife. In 
addition to that, his wife receives from the Government $45, and if 
she has one child she receives an additional $22.50. 

Suppose the corporal goes to an Army camp or overseas and leaves 
his family behind. That wife has $107.50 for food, clothing, and 
shelter for herself and her child. How she can make ends meet is a 
problem in arithmetic, and certainly how she is going to save enough 
. a layette and hospital and doctor bills becomes a real problem. 
I think she is likely to turn to a local agency for help. At this point 
I would like to read to you an interesting letter that T have had in 
answer to a letter of mine from Dr. Williams, who is the district health 
officer of Onslow County, N. C., in which Camp Lejeune, the Marine 
base, is located. She Says she is glad to get my letter and is delighted 
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to know there is a possibility for help for the enlisted personnel in the 
lower pay grades. She says (reading) : 

They certainly need it at this base. There is a family unit at the naval hos- 
pital which takes care of maternity cases and children. It charges $1.75 a day, 
which is all they have to pay. The prenatal and post partum cases are seen 
without charge through the clinics. However, the personnel is so widely scat- 
tered that not all of them can get to the clinics at the hospital. Many do not 
have transportation and if they hire it they have to pay extortionate rates. 
Even the small charge for a maternity case is hard for these people to pay because 
ot the high cost of living in this area. For those who live off the reservation 
rents average $80 a month. Food is very high and the prices in the commissary 
at the base are no less than those in the civilian stores. Frankly, how these 
people make out is a mystery to me, even with the wives working. 

Many of these people go to civilian doctors because of lack of transportation, 
as well as personal reasons. I do not know that they go into debt as a fact, but 
1 am sure they must, because unless they are residents of this county, they 
are not eligible for welfare aid. They have to live in the county concerned for 
1 year, before they can be classified as residents. How many get home aid or 
borrow, I have no way of stage ig The naval relief here could probably give 
you an estimate. I do know the Navy relief is helping a great many people 
financially, and I believe they are providing layettes for a great many babies. 
Their nurse visits these cases, and I know the nurses who have done this work 
feel that some of the conditions are pitiful. 

Dr. Crosby yesterday, representing the American Hospital Associa- 
tion, testified from a hospital point of view. I am sure he must be 
in a position to know the difficulties which arise when ere of 
servicemen get free medical care only at military hospita His tes- 
timony cert: ainly supports our theor vy that the wives of servicemen 
should have maternity ‘are wherever. they are. I am sure each of us 
knows some wife of a serviceman stationed at Fort Belvoir or Bolling 
Field, who has to come to Washington in order to get free military 
facilities during her confinement. 

As military areas become more congested, the facilities get more 
crowded, and the quality of the service they render less desir able. 

Mr. Chairman, before you leave, I would like also to make one 
comment on the proposal of Dr. Crosby that all of this care be given 
through voluntary health plans. In addition to the points I heard 

you make just a while ago to the other witness, there are two other 
questions that I think arise in connection with that proposition, that 
1 hope your committee will explore. 

The first one that occurs to us is, would any of these organizations, 
the Blue Cross or the Blue Shield, have the facilities for taking on 
three and a half million more men each year such as the numbers 1 rep- 
rensented in the armed services, in addition to the present load they 

are carrying, and in addition to the number of servicemen who might 

rant to continue this voluntary plan after their discharge ? 

Tiled the second question is, if the Federal Government were to 
approve such a plan and help defray the costs, would not that volun- 
tary agency become almost a public utility, and would not then its 
standards of performance and its rules and regulations be subject to 
some kind of control, and would that not entail Federal legislation 
in turn ? 

To summarize, I would like to say that the American Parents Com- 
mittee does believe in the principle of EMIC. We believe there is 
some need for it now, and we also believe that the Federal and State 
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agencies need time to set up this program again so that any of the 
shortcomings in the previous program that we have heard discussed 
this week can be avoided. If the need is to be met, and if these agencies 
are to have time to do the tooling up that they seem to think necessary, 
then we believe the legislation should be enacted in this session. 

Thank you very much, 

Senator LenmMan. Thank you very much, indeed. 

Is your organization a national organization ? 

Mrs. Sroveu. It is national. It has a comparatively small mem- 
bership but it does represent a good many States. It is an organi- 
zation which was founded by Mr. Hecht in 1947. It exists primar- 
ily for the purpose of promoting legislation for the welfare of chil- 
dren. 

Senator Lenman. Are its members individuals? 

Mrs. Sroven. Individual parents, that is right. 

Senator Lruman. Have you contacts with settlements? 

Mrs. Srouau. Only inasmuch as we make them. I just came with 
the committee in January. My previous experience was with the 
League of Women Voters for a long, long time. I am hired full 
time in Washington to help get legislation for the welfare of chil- 
dren. 

The contacts we have would be through the members of our board 
or the National Council, or any that I might make. But it would 
be a contact we would have to make, rather than one we would natur- 
ally have. 

Senator Lenman. Thank you very much. 

Mr. Merxirsonn. Did I understand you to say you had made 
some effort to obtain information bearing on the question of need ? 

Mrs. Srovau. Yes; knowing we were going to testify on this 
program, I contacted the national office of the Mid-Centenary Con- 
ference on Child Health. They advised me that I should write to 
each of the State conference offices, and that I did. I would say by 
and large I have heard from most of the people to whom I have writ- 
ten, and in some of the States there have been as many as three people 
who have written to me. The need for EMIC was one of the ques- 
tions I asked. 

Mr. MEIKLEJOHN. Would you want to submit for the record any 
of that correspondence / 

Mrs. Srowen. Yes. Nevada was one place that said they were 
sure that in Nevada servicemen were going into debt for maternity 
care, and according to the Red Cross director there, there was evi- 
dence of great need in that State. The replies varied, but as I in- 
dicated earlier, very few of them seemed to be sensing a great need 
for the program. In other words, it had not made an impact on the 
State agencies. 

Senator Lenman. Thank you very much indeed. 

(Following the hearing, the witness submitted copies of letters to 
the American Parents Committee from the States regarding need for 
legislation on emergency maternity and infant care, as follows: ) 
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Copies OF LETTERS TO AMERICAN PARENTS COMMITTEE FROM 10 STATES REGARDING 
NEED FOR LEGISLATION ON EMERGENCY MATERNITY AND INFANT CARE 


STATE OF WISCONSIN. BoArp OF HEALTH. 
Madison, March 7, 1952. 

At the end of 1951 we made contacts with various people of the State to 
determine whether there was any real need for emergency maternity and 
infant care for the wives of servicemen at the present time. The conclusion 
was that no unusual need exists. Although a few individuals whose husbands 
are in service have had difficulty, local resources have been able to meet their 
needs. In general the difficulty has been among those who would have had a 
financial problem even if the husband had not been in service. In other 
instances the wives of servicemen were not getting their checks promptly, which 
did result in need. 

The Red Cross also reported some requests for assistance. Actually when 
we had a summary of these cases we found that they arose early in the 
present Korean episode when reservists were suddenly called up. The city 
of Milwaukee also reported to us that there were no unusual problems there. 
Wisconsin can provide medical care for border-line cases where there is financial 
hardship even though the individual may not otherwise be on relief. 

Camp McCoy has the largest concentration of men in service. However, 
the station hospital provides excellent care both for obstetric and pediatric 
eases. Living quarters are a more serious problem and it is especially hard 
for wives of servicemen temporarily in the area to find facilities where they 
can prepare their meals. Through this office we have provided an additional 
public-health nurse to assist the county nurse in meeting any special problems 
that arise. 

Amy Lov1ise Hunter, M. D., 
Chief, Bureau of Maternal and Child Health. 





STATE DEPARTMENT OF SOCIAL WELFARE OF KANSAS, 
Topeka, Kans., February 18, 1952. 
Need for maternity and infant care for the wives of servicemen has not been 
brought to our attention as presenting a particular problem to date. Possibly 
this is because of our Kansas social-welfare law which provides for needed 
medical care of residents within the county in which they have residence. No 
doubt application for such care may apply to nonresidents who would be referred 
to the State and county of residence but none of these cases has come to our 
attention. It is possible that Sedgwick County, Wichita, Kans., may have prob- 
lems which are being met locally and, therefore, not brought to our attention. 
(Mrs.) Dorotuy W. BRADLEY, 
Director, Division of Child Welfare. 


COUNCIL OF Soctan AGENCIES, 
Topeka, Kans., February 26, 1952. 
As to maternity care for wives of servicemen, we seem to have no apparent 
problem. <A plan has been worked out between the air base and the local chapter 
of the American Red Cross. 
RoMANA Hoop, Erecutive Secretary. 





STATE OF NEW JERSEY, 
DEPARTMENT OF INSTITUTIONS AND AGENCIES, 
Trenton, February 27, 1952. 
Has the need for maternity and infant care for wives of servicemen been, 
apparent? We do not have adequate information on this subject to answer this 
question definitively. We understand from agencies working in this field that 
the number of cases arising where help is sought is less than was anticipated 
and that the services provided by station hospitals by the Armed Forces sub- 
stantially meet demands except in unusual cases where the home-service program 
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of the Red Cross provides counseling and financial help. The State agency which 
administers the maternal and child-care phase of the Social Security Act (and 
which operated EMIC in New Jersey during World War II) reports virtually no 
inquiries of this type. But there may be problems which exist without agency 
contacts, 

DoucLass H. MacNeEt, 


Director, Division of Community Services. 


STATE OF NORTH CAROLINA, 
DEPARTMENT OF PUBLIC WELFARE, 
Raleigh, March 11, 1952. 

The questions raised concerning the need for maternity care for the wives of 
enlisted men have been discussed with the county superintendent of public wel- 
fare for Cumberland County in which Fort Bragg, the largest of the Army posts 
in this State, is located. It is rare that any requests for service to the family of an 
enlisted man is made to the county department of public welfare. When such 
requests are received they are immediately referred to the American Red Cross. 
Service is given either by the American Red Cross chapter on the post or by the 
local chapter in the city of Fayetteville. The department of public welfare does 
have many requests for service to children and young girls as a result of the 
army post but this is an entirely different type of problem. 

We talked with the chief social worker in the Red Cross office on the post at 
Fort Bragg. We were informed that hospital care is available to the wife of any 
enlisted man regardless of his pay grade at a cost of $1.75 a day. If the family is 
not in a position to make immediate payment, arrangements are made for this 
charge to be deducted from the man’s pay over a period of time. The wives of 
enlisted men are admitted to the hospital regardless of where the enlisted man 
is stationed. Up to the present time facilities are quite adequate and no person 
has been turned away. I was not able to get figures on the number of babies born 
in the post hospitals but I understand that the number is quite large. The 
mothers are kept in the hospital from three to five days with the first baby and 
a Shorter period of time with later children 

Ana McRacKan, 
Director, Field Social Work Service 


MISSISSIPPI CHILDREN’S Cope COM MISSION, 
Jack son, Wiss... Fehruaru 14, 1952 


With reference to your second question concerning maternity and infant care 
for wives of servicemen, I contacted Dr. D. V. Galloway, director of maternal and 
child health of the State board of health. Dr. Galloway stated that there seemed 
to be no indication of great need for a program like EMIC in Mississippi, as there 
was during World War II. The records show about one request per week for 
hospitalization, but these requests are met by hospitals already in operation 
Mississippi has witnessed a tremendous hospital-building program within the 
last 2 years and we now have 40 new county hospitals, 36 of which are open; 
4 ure still incomplete. This program has added approximately 2,000 beds to the 
overcrowded hospitals of Mississippi, 10 percent of which are beds for people 
unable to pay for the cost of hospitalization. Mississippi has five State charity 
hospitals and the State legislature makes a biennial appropriation of $600,000 
which may be used in any hospital in the State to supplement the cost of caring 
for indigent patients. During World War II the hospitals on the Gulf coast 
expanded their facilities to take care of the military loads; that is the families of 
men at Keesler Field and the workers in the shipyards at Pascagoula. It is Dr. 
Galloway's thinking that there is no apparent need at this time for EMIC in 
Mississippi. In the event that Camp Shelby at Hattiesburg, Miss. is reactivated, 
it may change this picture, but there is no certainty that Camp Shelby will again 
be reactivated 

BerTHa R. Grant, Erecutire Secretary. 
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YoutH CONSERVATION COMMISSION, 
St. Paul, Minn., February 29, 1952. 


The need for maternity and infant care for wives of servicemen has not devel- 
oped into too much of a problem. The responsibility for medical care in confine- 
ment cases where no personal funds are available is usually that of the local 
welfare board or other private agencies. There are a few areas of our State 
where preparations for defense are concentrated, but the problem of the employ- 
ment of mothers has not as yet reached serious proportions. There are some 
unmet needs which have developed from requests for day care, whieh are now 
being considered by public and private agencies in these areas. There apparently 
is no indication of preference as to whether these requests are met by public or 
private support. 

A. WuHItTIER Day, Chairman. 


ARIZONA STATE DEPARTMENT OF HEALTH, 
Phoenix, Ariz., February 21, 1952. 
In general, the need for maternity and infant care for wives. of servicemen has 
not been apparent, as far as official agencies are concerned. This does not neces- 
sarily mean, however, that the need does not exist. All six military posts in the 
State seem to provide fairly adequate maternal and infant care for the families 
of men on the post, thereby substantially decreasing the load of the official agen- 
cies, such as the Red Cross. The job of the Red Cross in these cases is in the 
nature of referrals either to military-post clinics or to other social agencies 
willing and able to give assistance. There is no evidence known by either the 
State departments of health or public welfare that soldiers and their wives are 
going in debt to pay maternity costs. 
JOHN F. ALLANSON, 
Evrecutive Secretary, Arizona Council on Children and Youth. 





KANSAS State Boarp or HEALTH, 
Topeka, Kans., February 27, 1952. 
As far as maternity and infant care is concerned, the demand is apparently 
being met by expansion of military hospital facilities, supplemented to a certain 
extent by Blue Cross coverage. We do not know who takes care of confinement 
cases if the wife has no money, but if soldiers and their wives are going into 
debt to pay maternity costs the problem is not large enough to have forced itself 
to our attention. 
G. Martin, M. D., Director of Division. 





NEVADA COMMITTEE ON CHILDREN AND YOUTH, 
Reno, Nev., February 12, 1952. 
So far, taken care of by Red Cross. 
There is evidence that soldiers’ wives are going in debt to pay maternity costs, 
according to local Red Cross director. 
. JAMES ASA Wurrte, Secretary. 


Senator LenmMan. I want to insert in the record at this time a copy 
of the report of the Bureau of the Budget on S. 1245 and S. 2337, dated 
March 12, 1952. 

EXECUTIVE OFFICE OF THE PRESIDENT, 
BUREAU OF THE BUDGET, 
Washington, D. C., March 12, 1982. 


Hon. JAMES E, Murray, 
Chairman, Senate Committee on Labor and Public Welfare, 
Room F42-C, Capitol, Washington, D. C. 
My Dear Mr. CHAIRMAN: This is in answer to your letters of April 3, 1951, 
and October 29, 1951, inviting the Bureau of the Budget to comment on S. 1245, 
to establish a program of grants-in-aid to assist the States to provide maternity 
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and infant care for the wives and infants of enlisted members of the Armed 
Forces during the present emergency, and S. 2337, to provide for the national 
defense by enabling the States to make provision for maternity and infant care 
for wives and infants, and hospital care for dependents, of enlisted members of 
the Armed Forces during the present emergency, and for other purposes. 

Title I of S. 2537 would provide for grants to States to enable them to give 
maternity and infant care to the wives and infants of all enlisted members of 
the Armed Forces. It would be administered by the Children’s Bureau of the 
lederal Security Agency. Grants in each State would be contingent upon the 
establishment of an adequate State program which, among other things, provides 
care to all individuals entitled thereto and contains methods for determining the 
reasonable costs of care to be paid for under the plan. S. 1245 is generally 
similar to title I of S. 2337. These provisions of S. 1245 and S. 2337 represent 
a revival of the emergency maternal and infant-care program that was in effect 
during World War II, excepting that the former program was restricted to the 
four lowest enlisted grades. 

Title Il of S. 2337 would authorize the Federal Security Administrator, 
through the Surgeon General of the United States Public Health Service, to 
grant money to States for the operation of State programs for furnishing hos- 
pital services to dependents of enlisted members of the Armed Forces. The 
Federal Government, under both titles, would bear the full cost of the services 
provided. Apparently the Federal Government would also bear the full costs 
of services provided under 8. 1245, but this is not explicit 

With respect to the maternity and infant care provisions of these bills, the 
Bureau of the Budget now has information from the Department of Defense, by 
letter of Mareh 5, 1952, which indicates that the Department estimates about 
240,000 chikiren will be borne by wives of enlisted men in the fiscal year 1953 
The Department of Defense reports that only about 70,000 of these can be cared 
for in military facilities, leaving 170,000 for whom military facilities wil! not be 
available and who, under present arrangements, will have to rely on civilian 
community facilities, with the services for this group being paid for either out 
of their own resources, help from relatives, or social agencies. Part of the prob- 
lem toward which title I is directed is this difference in treatment of personnel— 
a difference not directly associated with differences in their needs. 

If a Federal program of maternal and infant care is to be established, the 
Department of Defense and the Federal Security Agency have both recommended 
that it be administered, as was the World War II program, by the Federal 
Security Agency. 

Furnishing medical care at Federal expense for any dependent of any enlisted 
member of the Armed Forces as proposed in title II of S. 2337 would be a major 
addition to the present system of allowances to military personnel. This pro- 
posal cannot be appraised apart from schedules of military pay and other allow- 
ances, This Bureau has advocated pay scales adequate to meet the needs of 
servicemen and their families generally, rather than a variety of special programs 
for giving particular services 

In summary, the Bureau of the Budget feels that the programs which would be 
authorized by these bills cannot be divorced from the general problem of assessing 
the adequacy of all forms of compensation now paid to military personnel. Gen- 
erally, we feel that with the enactment of the pay raises now pending, military 
compensation will have kept pace with compensation of other Federal employees 
In reviewing measures which deal with the particular needs for which these 
hills are designed, we believe that the committee will wish also to consider the 
relative increases that have taken place in military pay and allowance scales 
since the emergency maternity and infant care program was enacted in World 
War II, and the military pay bills now pending. While we cannot recommend 
enactment of title I of S. 2337 on the basis of data made available to us, we do 
reeOmmend that the underlying problems be given thorough consideration by 
the Congress. These comments are also applicable to S. 1245. With respect to 
title Il of S. 2337. we recommend against favorable action by the committee. 

Sincerely yours, 
F. J. LAwton, Director. 


Senator Lenuman. I also want to insert in the record at this time a 
telegram received from Ella Best, executive secretary of the American 
Nurses’ Association, in support of the legislation now before us. 
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(The telegram is as follows:) 

NEW York, N. Y., March 11, 1952. 
JAMES E. Murray, 
Chairman, Senate Labor and Public Welfare Committee, 
Washington, D. C.: 
(Attention Senate Health Subcommittee. ) 

American Nurses’ Association believes that an adequate plane of medical care 
for wives an infants of servicemen highly desirable and necessary. Program 
during World War II generally accepted; set-up within framework of existing 
agencies met a great need. Many military installations not sufficient to meet 
problem. Nursing service provided to extent available in any well-advised plan. 

Eva BEst, 
Executive Secretary, American Nurses’ Association. 


Senator Lenman. The hearing will be in recess until 10 o'clock 
tomorrow morning. 

(Thereupon, at 12 noon, a recess was taken until Friday, March 14. 
1952, at 10 a. m.) 





HEALTH CARE FOR DEPENDENTS OF SERVICEMEN 


FRIDAY, MARCH 14, 1952 


UNrrep STATES SENATE, 
SUBCOMMITTEE ON HEALTH OF THE COMMITTEE 
on Lapgor anp Pusniic WELFARE, 
Washington, C. 

The subcommittee met, pursuant to recess, at 10 a. m., in the old 
Supreme Court room, the Capitol, Hon. Herbert H. Lehman (chair- 
man) presiding. 

Present : Senator Lehman. 

Present also: Kenneth Meiklejohn, staff director; Melvin W. Sneed, 
assistant staff director; Nora K. Piore, research assistant. 

Senator Lenman. The hearing will come to order. 

We will hear first from the representative of the Secretary of 
Defense. Mr. Jackson, I believe you will be the first witness. Good 
morning. 

Mr. Jackson. Good morning, sir. 

Senator LenmMan. Will you identify yourself for the record, please. 


STATEMENT OF STEPHEN JACKSON, OFFICE OF COUNSEL, OFFICE 
OF THE SECRETARY OF DEFENSE 


Mr. JAcKSON. My name is Step yhen Jackson, Office of Counsel, Office 
of the Secretary of Defense. I have been designated to represe nt the 
Department of Defense in this matter at this hearing. The Depart- 
me nt of Defense is ple: ased to acce pl the invitation of this committee 
to give its view on S. 2337 and S. 1245. The Department of Defense 

as a keen interest in the subject matter of these bills. The morale of 
the members of the Armed Forces is a matter of paramount imports ince 
to the Department of De fense. - he normal concern, for instane 2, of 
the husband and prospective father who learns that his wife is expect- 
ng a child, heightened by his enforced absence while serving his coun- 
try in the Armed Forces, becomes an acute source of worriment and 
inxiety when he knows of no w ay to meet the cost of maternity care 
and the care of his infant child. The serious effect of this on the 
morale of the absent serviceman is patent. From the standpoint of the 
ndividual it is a source of mental suffering from which he should be 
relieved as far as it is humanly possible. From the standpoint of the 
military it should be avoided because it is definitely deleterious to his 
effectiveness as a member of the Armed Forces. 

During World War IT, the implications of this situation, both from 
the st: indpoint of the prospective mother and the child as well as the 
impact on the man in service, were recognized. The emergency ma- 
ternity infant care program was adopted to meet this need. In gen- 
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eral, the program was desirable and satisfactory to the armed services. 
As a new program it had certain limitations and weaknesses which 
the Lehman bill hasremedied. ‘The Department of Defense is strongly 
in favor of the emphasis, which is manifest in this bill, on the full 
utilization of community facilities, and in the discretion of the indi- 
vidual in the selection of those facilities. While requiring that certain 
standards be met, once the State agency has qualified, there should be 
this guaranty of freedom from governmental interference and dom- 
ination of the program. The requirement of advisory groups at the 
State and Federal level, the utilization of duly ualified agencies, 
private as well as public, the right of the individual to appeal an 
adverse decision, and the access of a final appeal to the courts, are 
desirable guaranties of local independence which prompt the Depart- 
ment of Defense to favor S. 2337 over S. 1245 insofar as the latter 
establishes a program similar to that in title I of the Lehman bill. 

The Department of Defense professes no competency in and refrains 
from commenting on detailed features of administrative methods such 
as fee formulae for physicians and hospitals, but it does unequivocally 
endorse the over-all pattern reflected in S. 2337, for the maximum of 
emphasis on community participation, individual discretion, and the 
minimum governmental interference consistent with the assurance of 
proper standards of care. 

In an endeavor to assist the committee in its decision as to the pres- 
ent need for a program for maternity and infant care. the Department 
of Defense submits the following information. ‘she established 
strength of the Military Establishment over fiscal year 1953 is set at 
3,600,000. Approximately 3,200,000 of the active armed strength will 
be enlisted personnel ; an estimated 28 percent of these will be married. 
Of this 28 percent, 13 percent will be in the lower four grades, and 
15 percent in the upper three grades of enlisted personnel. From the 
experience in the military departments approximately 75,000 mater- 
nity cases of wives of enlisted men can, as a practical matter, be cared 
for through present military personnel and facilities. This number 
would decrease if the need for facilities for men in the Armed Forces 
were to increase materially. The Federal Security Administration 
estimates that over a year’s period, a total of 200,000 children will be 
born to wives of enlisted men. On this basis there would be 125,000 
for whom military facilities will be unavailable. 

A recent sample survey of enlisted Army personnel indicates that 
approximately 20 percent of the married men reported that their wives 
were pregnant at the time of the survey. Less than half of these ex- 
pected that their baby would be born in a military hospital. More 
than one-third stated they would have to ask parents, relatives, friends, 
the Red Cross, or the Army Emergency Relief for help in paying for 
maternity care, or apply for a commercial loan. The Red Cross limits 
assistance to emergency needs, and medical care in relation to preg- 
nancy is not regarded as an emergency need except in special cases. 
The Red Cross reports that it currently can expect to receive about 
110,000 requests per year for help from families of servicemen in 
relation to maternity care and that only 10,000 will receive financial! 
assistance. Surveys by the Red Cross and other social agencies indi- 
cate that the allotments to servicemen’s wives are inadequate to pro- 
vide for the costs of maternity care, in addition to the regular costs of 
support and maintenance of the family. In fact, it is the opinion of 
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the Department of Defense that in the event such a law is passed, it 
would be desirable that these benefits be extended for the wives and 
children of members of the armed services up through the grade of 
company officer. 

As to title Il of S. 2337 the Department of Defense endorses its 
similar pattern as to F cde al and local participation in the program, 
as that set forth in title I. Again as to the determination of the need 
for such a program the Department of Defense defers to this com- 
mittee and to Congress. We have no figures to submit with respect 
to need for hospital care of dependents of members of the Armed 
Forces; the military departments, as you know, are presently pro- 
viding such care through military facilities on a permissive basis to 
the extent facilities are available. It is realized that this does not 
reach all military dependents; some implementation at the com- 
munity level may be required. 

This statement has been submitted to the Bureau of the Budget, 
and it interposes ho objec tion to it. 

With your permission, Mr. Chairman, I would like 
oral addenda to this statement. 

Senator Lenman. | would very much like to hear it. 

Mr. Jackson. That is relative to one point that was developed sub- 
sequent to the time this statement was approved. 

| should like to add the following comment, which is not a part of 
the formal statement as presented. When that statement was written 
and approved by the De ‘partment, it was on the assumption that the 
payment of Federal funds would be made on the traditional grants-in- 
aid formula of matching the payments by the State. W hen it was 
pointed out that it was not intended in this bill to provide for a match- 
ing basis with the State, and that it was contemplated that the Federal 
Government would pay all of the money, I was directed to advise the 
committee that such a proposal, if it were enacted, would be less pref- 
erable to the Department of Defense, since it is felt that there would be 
a greater assurance in the States and at the local level that the pro- 
gram, and particularly the care afforded, would be better administered 
and more carefully supervised if the State were actually paying out its 
money for part of the care. 

Senator Leuman. ‘That addendum which you have just read would 
not affect your feeling that such a program is very desirable? 

Mr. Jackson. It does not radically affect our position; no, sir. It 
says less preferable. 

Senator Lenman. I do not quite follow your reasoning on this latter 
point. I do not think it is very significant, but I am not clear why 
you feel that there would be greater interest on the part of the States 
and more effective administration if their participation was on a 
matching basis. Do you mean that there would be more scrutiny with 
regard to the need, or that the States would be more interested in seeing 
that everybody was cared for who needed to be cared for? 

Mr. Jackson. As I interpret the reason behind this—this point was 
discussed by the Chairman of the Armed Forces Medical Policy Coun- 
cil just recently—it is a very simple theory. I do not know in practice 
how much effect it would have. But it is on the theory that if a person 
is paying something out of Iris own pocket, he will ‘be more anxious 
to see that he is getting his money's worth. And the State is on the 
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ground, so to speak, it is on the spot, and if they had a stake in it, if 
they had a part of the payment, they would presumably be more 
interested to see that the care and the service was what it was supposed 
to be. That is the theory behind this position. 

Senator Lenman. I wonder whether you realize that under the bill 
the State would have very broad autonomy to act in accordance with 
a plan devised by the State, subject, of course, to approval by the 
Federal agency. From the time the plan and the standards set forth 
in the plan are approved by the Federal Government, the State has 
full authority to act. So it would seem to me that there would be no 
difficulties interposed by the Federal Government under any circum- 
stances, regardless of the manner of payments, in the implementation 
of the plan. 

Mr. Jackson. That feature of the local autonomy as we pointed out 
in the statement is a feature which we very strongly endorse. It was 
only as to the motivation as to how far the State might or might not 
be inclined to go if they had some financial interest in the program 
itself. 

Senator Lenman. You understand, of course, that under the World 
War II the emergency maternity and child care program, the Federal 
Government paid the entire expense, save some minor part of the 
administrative expenses. 

Mr. Jackson. Yes, sir. 

Senator Leuman. The same situation would prevail in that respect 
under the bills now before us. 

As I interpret your testimony here, you feel that in the interest 
of humane treatment and in the interest of morale, in which you are 
particularly interested, a maternity and infant care program during 
the present emergency would be desirable ? 

Mr. Jackson. Yes, sir, particularly with regard to title I. 

Senator Lenman. Yes, for the moment I am considering title I. 

Mr. Jackson. Yes, indeed. 

Senator LEHMAN. Can you tell me, when a man enlists or is drafted, 
whether any representations are made to him, formally or informally, 
with regard to what he might expect regarding the care of his 
dependents? 

Mr. Jackson. I cannot tell you how formal it may be, sir, but 
certainly it is the current understanding that there will be provided 
care in military facilities for dependents of members of the armed 
services. I do not know how definitive it is with respect to the point 
of its availability. I think it would be pretty hard to apprase that 
in various recruiting offices, and how strongly it may be emphasized 
or otherwise. Officially, of course, with respect to the armed services, 
we are not indicating a guaranty to be made on an over-all coverage. 
It is on a space-available basis. How far in some instances it may 
be overemphasized, I do not know. 

Senator LenmMan. Again confining my remarks to title I, is it 
a fair statement to say that when a man is drafted or enlists, and 
is taken away from his home and occupation in which his com- 
pensation may in many cases be substantially greater than the pay 
he receives in the Army, he is led to believe, and has a right to believe, 
that the cost of maternity and infant care for his wife and child will 


be taken care of, and that they will be given as good treatment as 
possible ? 
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Mr. Jackson. I certainly feel he has a right to believe that, sir. 
How far he is led to believe it just on an informal basis in going 
over some of these matters, I was advised that there are many in- 
stances where the serviceman has no concept of the fact that even 
on the space-available basis, he has some of these rights. Whether 
he has been told or forgotten about it is something else again. But 
[ certainly agree that he has the right to, and the Gove rnment should 
have, an ‘adequate program where he would have the guarantee of 
that. 

Senator LeumMan. Let me ask you, what is the procedure with 
regard to the wives of officers? Are _ ’V given any assurance or have 
they the right to demand hospital or other care in the event of ap- 
proaching maternity ¢ 

Mr. Jackson. Under the present basis? 

Senator LenmMan. Yes. 

Mr. Jackson. As I understand it, there is no differentiation between 
officers and enlisted men. 

Senator LenmMan. Have you any information with regard to the 
way that works out in practice ? Do the wives of officers as a prac- 
tical matter, regardless of statute, receive preference in respect to 
hospitalization or maternity care? What I am trying to establish 
is Whether, given two cases, one the wife of an oftficer and one the 
wife of an enlisted man, and there is one bed available. the officer’s 
wife would be likely to get the preference. Do you have any informa- 
tion as to that? 

Mr. Jackson. As far as I know there is no such preference afforded 
to officers’ wives. There is a representative of the Surgeon General 
of the Army present here who will testify later who can advise more 
uthoritatively on this question. 

At this pomt Colonel St. John arose and indieated that there was 
Ww such preference. ) 

Senator Lenman. We have been hearing about 75,000 maternity 

ses that may be taken care of in existing military facilities. Would 
vou say that isa maximum figure / 

Mr, Jackson. Probably not, sir. I went over that question with the 
statistician, and probed it a little further, and they were of the opinion 

at if 5,000, say, more had come, that they would not have been 

ued away. It represents, as I said, in that apparently as far as 
lability and usability, that represents the number from the 
ractical st indpoint of the people getting there, and so on. As to the 
ver-all facilities, they advised me that does not necessarily represent 
the maximum, and if more had come, the *y would not have been turned 
way. 

Senator LenmMan. Have you any figures at all as to the number that 

re now being cared for in milit: ary installations? 

Mr. Jackson. We have these figures, sir. From July 1951 through 
December 1951, of the number of deliveries in military hospitals, the 

umber of out-patient treatments given to patients in military hos- 

tals in the United States, and the number occupying hospitals in 
he United States. I would be glad to submit these or read them. 

Senator Lenman. Would you read them? 
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Mr. Jackson. Yes, sir. The number of deliveries in military ho- 
pitals, July through December 1951, total 57,118. Continental United 
States, 51,003; overseas, 6,115. The total monthly average 952 
In the continental United States, 8,501, and overseas, 1,019. 

The number of out-patient treatments given to dependents in mi! 
tary hospitals in the continental United States, July through Dece: 
ber 1951, total number of treatments, 3,364,634; "Treatments othe: 
than obstetrics, 2,767,375. Obstetrics, 597,259. Monthly average o! 
the total number, 580,772. Treatments other than obstetrics, 461,229 
and treatments of obstetrics, 99,545 

The number of dependents occupying beds in military hospitals i) 
the continental United States, July through December 1951, the ave 
age daily occupied beds for 6 months’ period, 5.298. This includes al! 
kinds of cases, obstetrical and otherwise. The monthly incidence 
given. It isall inthe hg 5,298. 

Senator Lenman. Mr. Jackson, have you any objection to my pla 
ing in the record this memorandum th: at you have read with regard 
to the number of deliveries and the number of out-patient treatment 
give n¢ 

Mr. Jackson. No objection. I should point out, sir, that these in 
clude all military personnel or dependents thereof, not just enlisted 

people, and I asked about that, too, and they said it would constitute 
an extensive project to go back over 2,700,000 cases and tabulate them 
as to enlisted or commissioned officers. 

(The information is as follows:) 


Number of deliveries in military hospitals, July-December 1951 
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Department of Defense—Number of dependents occupying beds in military 
hospitals in the continental United States, July to December 1951 

Vumber of dependents 

occupying beds each day} 

a a eee ¥ s 5, 0O9 

August pacman eid % di i ; 2 dD, 291 

september —.........- oe ; are .. 5,364 

eT on oS... seat . 5,475 

November 1 eo dD, 491 

December ; * ’ si # FERS 5, 155 


Average daily occupied beds for 6-month period___-~- ze 5, 298 


Includes obstetrical cases. 


Senator Lenman. Are the first figures which you read over-all fig- 
ures, or exclusively obstetrical cases é 

Mr. Jackson. Those are the number of deliveries, sir, obstetrical 
Cases. 

Mr. Merktegonn. They include both officers and enlisted men? 

Mr. Jackson. Yes; we do not have them broken down. 

Senator Leuman. Are there any civilian personnel in there? 

Mr. Jackson. The dependents? 

Senator Lenman. No: I meant dependents of civilian employees of 
the Defense Department. 

Mr. Jackson. No, sir. It is not my understanding that any of us 
civilians have any of these benefits. 

Senator Lenman. Do the military hospitals provide any Recon 
care or postnatal care, or is the care they provide limited exclusively 
to delivery, or the few days prior to and after delivery 

Mr. Jackson. It is my understanding, and I glean from these fig- 
ures, that there is prenatal and postnatal care. We have representa- 
tives of the Surgeon General’s Office here who could testify, [ think, 
better on that. 

Senator Lenman. Thank you very much indeed. 

Mr. Jackson. You are welcome, sir. 

Senator Leuman. Colonel St. John. 


STATEMENT OF COL. CLEMENT F. ST. JOHN, CHIEF OF THE MEDICAL 
PLANS AND OPERATIONS DIVISION, OFFICE OF THE SURGEON 
GENERAL OF THE ARMY 


Colonel Sr. Joun. Mr. Chairman and members of the committee, I 
am Clement F. St. John, Medical Corps, Chief of the Medical Plans 
and Operations Division, Office of the Surgeon General, Department 
of the Army. I have prepared a written statement: 

The bills now under consideration by your committee would pro- 
vide a program of maternity and infant care for the wives and in- 
fants of enlisted members of the Armed Forces during the period of 
national emergency proclaimed by the President on December 16, 
1950. S, 2337 would also provide a program of hospital care for the 
dependents of enlisted members of the Armed Forces during this 
period. ‘These programs would be administered by the several States 
in accordance with plans submitted to and approved by the Federal 
Security Administrator and with appropriate utilization of voluntary 
nonprofit agencies or organizations in the health or medical field. 
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In regard to the proposed program of maternity and infant care 
for the wives and infants of enlisted members of Armed Forces, the 
same principles which moved Congress to enact such legislation dur- 
ing World War II are again applicable today. Basic reasons for the 
establishment of such a program are as follows: 

The extent to which the armed services can provide maternity and 
infant ¢ = for servicemen’s dependents is limited by restrictions on 
personnel and facilities and by the fact that many dependents are lo- 
cated in places where care in military hospitals is impracticable. 

This problem is intensified in time of emergency by the expansion 
of the Armed Forces both because of the increasing numbers of de- 
pendents and because of the increase in military patients. 

In such emergencies, extreme hardship is fre quently experienced by 
families of absent servicemen in defraying expenses incident to child- 
birth and infant care. 

For the foregoing reasons, the Surgeon General of the Army favors 
the reestablishment of a program which would assure maternity and 
infant care to the wives and infants of men who are called upon to 
serve in the Armed Forces, when indicated in time of emergency. 

In regard to the proposed program of hospital care for dependents 
of enlisted members of the Armed Forces in other than military hos- 
pitals, the Surgeon General of the Army has always believed in the 
principle of providing medical care for dependents of military per- 
sonnel. It has long been his conviction that such care should be pro- 

vided, on an availability basis, to the greatest extent possible by the 
medical services of the Armed Forces themselves. 

Senator Lenman. Colonel, you have had a great deal of experience 
and many contacts, of course, with the enlisted men in the Armed 
Forces. 

Colonel Sr. Jon. Yes, sir 

Senator Lenwan. Would you say that worry over what care would 
be given to a soldier’s wife and prospective child would be a very 
substantial factor affecting the morale of the soldier ? 

Colonel Sr. Joun. Yes, sir; I think it is an important factor to the 
soldier, very important. 

Senator Leuwan. Have you seen evidence of worry on the part of 
the soldiers ¢ 

Colonel Sr. Joun. Yes, sir; I have seen soldiers that have been con- 
cerned about their family affairs, and we make every possible effort 
to try to help them out in those situations. 

Senator Leuman. Have you had an opportunity of observing what 
efforts are made by a soldier away from his home, and with knowledge 
of his wife’s pregnancy and imminent delivery of a child, to insure 
that his wife is going to get adequate care! 

Colonel Sr. Joun. My contacts, sir, are from the medical stand- 
point, and when he comes to us, or comes to me, when I was doing 
professional work, we would = and explore Apa possibility of 
seeing what could be provided for him. If not, we would advise 
him whotosee. Usually he would go to his « ‘ompi iny commander with 
his problem and the chaplain and the Red Cross, who would give as- 
sistance. Everybody tries to give him assistance in helping him with 
his proble m. 
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Senator Lenman. I believe the testimony has shown that although 
the Red Cross is, of course, of very great assistance, it can care for 
not more than 10,000 cases, usually desc ribed as emergency cases 

Colonel Sr. Joun. Yes, sir. 

Senator Lenman. That would still leave in excess of 100,000 cases 
to be cared for in some manner other than through militar y facilities. 
That isa fair statement; is it not? 

Colonel Sr. Joun. I would say so; yes, sir. 

Senator Lenman. [ started to ask you before, what, if any, care, 
other than actual delivery, is provided by the military. ; 

Colonel Sr. Joun. We provide complete care, that is, prenatal and 
postnatal care. 

Senator Leuman. What period would that include? 

Colonel Sr. Joun. From the time the soldier’s wife first becomes 
pregnant or knows about it from her Visit. When it 1s possible, and 
she is near one of our facilities, she comes at regvular visits determined 
by the obstetrican in charge and is advised about her treatment, and 
what she should do right up to the time of delivery. 

Following that time, we follow the case until we are sure she is 
re: acy to take care of the child and even following that we would help 
take care of the baby if any sickness arises. We advise on formulas, 
even on well babies, and if they become ill, we provide the necessary 
treatment. 

Senator Lenman. What period is the patient permitted to remain 
in the hospital ? 

Colonel ST. JOHN. As a general rule today, the average would be 
5 to 7 days. It is much shorter than it used to be a few years ago. 

Senator LenmMan. What happens if the wife of a soldier whose home 
is in Peoria, Ill., let us say, but who is stationed in Texas, becomes 
pregnant and needs medical care? Suppose there are no military 
facilities in or adjacent to Peoria. Does she have to go out looking 
for some place where she would be helped ¢ 

Colonel Sr. Joun. That is right. 

Senator LenmMan. What happens after she leaves that hospital in 
an entire ly strange env ironment’ Does the Army accept any respon- 
sibility for the care of the mother and the child ¢ 

Colonel ST. Jo TIN. Sir. I Sk | not be able to SAN from a medical 
standpoint. W e lve an \ assist: ince Wwe Can, ¢ le pr lh ding on our facili- 
ties and the loc ation of our medica il installations. We fully realize 
that there are instances like that where we in the medical service can- 
not vive any direct aid. I would not be qualified to'say whether some 
other source helps her. But froma medical source, We can not provide 
any attention for her. 

Senator Leaman. When a woman applies to a military hospital 
for admission, does the military hospital acce eo her immediately— 
assuming now that there is room—or does the military hospital say, 
“Why do you not try to get help from the Cia through the Red 
Cross, or some relief agency ¢”? 

Colonel Sr. Joun. No, sir. Assuming that there is available space 
and a definite need exists for hospital care, we make no such advice 
as that, unless it should happen to be some condition that we feel 
We are not qui all hed to hi indie, and that is a rare instan ce We cer- 
tam ly do not intend for them to first try to see k outside hel Ip: 
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Senator Lenman. But the acceptance of dependents of soldiers, 
depends entirely, as I understand it, on whether there is room that 
is not needed by the military personnel themselves. 

Colonel Sr. Joun. That is right, absolutely, sir. 

Senator LEHMAN. It is conceivable, is it not, that a military hos- 
pital in some large camp might not be able to accept any dependents 
if there should be an increase in illness among the military personne! ’ 

Colonel Sr. Joun. That could be possible, if a hospital became 
filled with military patients, but dependent care would be continued 
to the fullest extent possible. 

Senator LeuMan. Does not the hospital population fluctuate very 
considerably ? 

Colonel Sr. Jonn. It does to a certain extent, although we plan for 
those fluctuations based on past experience. We try to plan in some 
respects for an average. In other instances, especially on a facility 
basis, we have to plan on peak loads. We get much information from 
past experience to aid in planning properly to meet such situations. 

Senator LenMman. Is the hospital personnel based on peak loads? 

Colonel Sr. Joun. No; not on personnel, because there will be varia- 
tions throughout the year, and personnel is based more on an aver- 
age for the year. Sometimes they have to work much harder than 
during other periods. 

Senator Leuman. Can the wife of a soldier obtain care for her- 
self or for her child in any military facility, or is she required to apply 
first to the military facility adjacent to the post at which her husband 
is stationed ? 

Colonel Sr. Joun. It is preferable, if possible, to obtain assistance 
in the nearest facility. 

Senator Lenman. Nearest to her or nearest to her husband ¢ 

Colonel Sr. Jonn. Nearest to her husband, if she is living with 
her husband. 

Senator Lenman. Take a woman in Peoria, whose husband is sta- 
tioned in Texas, would she be entitled to care in any military hospital, 
or only in the hospital adjacent to the post in which her husband is 
stationed ? 

Colonel St. Jonn. She would be entitled to admission in any mil- 
itary hospital. It is usually the procedure that she would apply 
to the one nearest to her for her convenience, because it is easier for 
her to get to that one. 

Senator Lenman. Thank you very much, Colonel. 

Colonel Sr. Jorn. Yes, sir. 

Senator Lenman. Major Fisher. 


STATEMENT OF MAJ. HOLLIS A. FISHER, MORALE AND WELFARE 
BRANCH, ASSISTANT CHIEF OF STAFF, G-1, DEPARTMENT OF 
THE ARMY 


Major Fisuer. Mr. Chairman, members of the committee, I am 
Maj. Hollis A. Fisher, from the Morale and Welfare Branch of the 
Assistant Chief of Staff, G-1, Department of the Army. 

IT have a brief statement which I would like to read, sir. 

The bills S. 1245 and S. 2337 are similar in many respects. S. 1245 
is a bill designed to establish a program of grants-in-aid to assist the 
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States to provide maternity and infant care for the wives and in- 
fants of enlisted members of the Armed Forces during the present 
emergency. 

S. 2337 is a bill designed to establish a program of grants-in-aid 
to the States to make provision for maternity and infant care of wives 
and infants and hospital care for dependents of enlisted members of 
the Armed Forces during the present emergency and for other 
purposes. 

Both of these bills would provide a program of grants-in-aid to be 
made to those States which submit and have approved by the Federal 
Security Administrator through the Children’s Bureau plans for such 
care of wives and infants of enlisted members of the Armed Forces 
during the present national emergency. Administration of this legis- 
lation would be vested in the Federal Sec urity Administrator, 

The First Deficiency Appropriation Act, 1943 (57 Stat. 21, at 28, 
under the caption, “Children’s Bureau”), made provisions for grants- 
in-aid to the States to assist in providing services similar to those 
encompassed in this legisl: ation. This act made provision for grants 
to States, including Alaska, Hawaii, Puerto Ric 0, and the District of 
Columbia, to provide in addition to similar services otherwise avail- 
able, medical, nursing and hospital, maternity and infant care for 
wives and infants of enlisted men in the Armed Forces of the United 
States of the fourth, fifth, sixth, and seventh grades. 

Under allotments by the Secretary of Labor and plans developed 
and administered by the State health agencies, and approved by the 

Chief, Children’s Bureau, appropriations for this purpose were pro- 
Vided in various appropriations acts through the act of July 8, 1947 

61 Stat. 260, at 272-273). 

The Department of the Army—Mr. Jackson is speaking for the De- 
partment of Defense, sir, | have to change my statement slightly— 
favors reestablishment of a simil: ar program during the present emer- 
gency. Howe ver, since the administration of this law, if en: acted, 
would be vested in the | Federal Security Administrator, the Depart- 
ment respectfully refrains from comment, except to recommend that 
if enacted the coverage of this legislation be broadened to cover com- 
pany-grade officers as well as enlisted men. 

Senator Lenman. Could you explain what is meant by company- 
crade oflicers / 

Major Fisner. That would include commissioned and warrant offi- 
ers, sir, up through the grade of captain. 

The reason for this recommendation is the overlapping of pay se ales 
evident particularly between newly appointed officers on active duty 
ind upper-gri ade career e nliste “cl men with subst: antial Serv ice credit. 
\s an example, a second lieutenant with dependents, having less than 
2 vears’ service, receives base pay of $213.75 plus $42 subsistence, plus 
S75 quarters allowance, or a total of $330.75 per month, while a master 
sergeant ith 14 years’ service receives base pay of $242.55 plus $36 
subsistence. plus SS class ) allotment, if he has three or more depend- 
ents, for a total of $363.55 per mont h. 

Grentlemen. in closing, it is desired to reemphasize the fact that the 
Department favors the reestablishment of a program similar to that 
in effect during World War Il broadened to cover company-grade offi- 
cers for the duration of the present emergency. 
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Senator Leuman. Thank you very much, indeed. 
Major Fisner. Thank vou, sir. 
Senator Lenman. Mrs. Wedel. 


STATEMENT OF MRS. THEODORE 0. WEDEL, GENERAL DEPART- 
MENT OF UNITED CHURCHWOMEN OF THE NATIONAL COUNCIL 
OF CHURCHES OF CHRIST 


Mrs. Weper. May I say a word that is not in my testimony at the 
beginning ? 

I am going to cut out some of the things that will save time. 

IT am Mrs. Theodore Wedel, and I am a member and representative 
here of the United Churchwomen, the national Protestant women’s 
group, but I am speaking for seven organizations, and I would like 
to say that each of these organizations really would like to come and 
speak for itself, and we debated the question if we would be more im- 

pressive if seven people came and made seven different statements. 
But since we feel so much alike on the subject, and since we have a 
good deal of respect for the time of the committee, we decided that we 
would give up the psychological advantage of seven people appearing 
and try to save your time by making a joint statement, which we have 
worked out and cleared w ith our organizations. 

In preparing our statement, obviously we tried to go to all the best 
sources of information, including going to the Dep: artment of Defense, 
for facts and figures on the number of men, and so on, and therefore 
a good many things in our prepared statement have already been said 
by the Defense Department, and if I may, I will skip those and simply 
file them in the statement and not read them. 

I am appearing in behalf of the American Home Economics Asso- 
ciation; General Department of Church Women of the National Coun- 
cil of Churches of Christ in America; National Board of young 
Women’s Christian Association; National Consumers League; Na- 
tional Congress of Colored Parents and Teachers; National Council 
of Jewish Women; National Education Association. 

Senator Leaman. That is a pretty heavy load. 

Mrs. Wepen. It is. I feel a burden. Quite a few of the representa- 
tives of these organizations are here in the room today, but they are 
allowing me to speak for them. 

These organizations have had a concern, over a period of years, for 
the welfare of mothers and children. They strongly supported the 
EMIC program which was in operation during World War IT and 
were deeply grateful to the agencies of government which made the 
program possible. Its success is the basis of their support of the 
proposal before your comunittee. 

Because the families of servicemen are scattered throughout the 
country in small towns and cities, the problem of getting medical care 
to their wives and infants may not have come to the attention of 
Congress. But many cases of hardship are well known to the local 
members of our organizations, as well as to Red Cross chapters in 
many parts ofthe country. A look at the problem from a Nation-wide 
point of view clearly demonstrates the scope of the unmet need now. 
Figures from the Department of Defense indicate that its existing 
medical and hospital facilities cannot meet the needs of the servicemen 
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themselves and all wives and infants who will require care in 1952. 

Approximately 125,000 wives of servicemen will find it necessary to 
obtain their care at their own expense outside military facilities. 
Not many can afford todo so. The quarters allowance for the wife of 
a serviceman in any one of the three lowest pay grades is $85 per 
month. For a mother and one child the amount is $107.50. If medi- 
cal and hospital care during and following pregnancy must be pur- 
chased out of this meager income, it is obvious that the family will 
not be able to meet other basic e xpenses suc h as rent, food, and ¢ lothing. 

While the American Red Cross and the Army, Navy, and Air F orce 
relief societies are undoubtedly concerned about this prob lem and are 
trying to meet it, they have indicated that their resources are not sufli- 
cient to take care of all the requests for assistance. 

That has been presented before. I happen to be a volunteer in the 
home service section of Red Cross and know from personal experience 
what a problem this is becoming and the tremendous demand on the 
Red Cross. 

The funds these organizations have are primarily for emergency 
medical care and pregnancy is not ordinarily rated by the American 
Red Cross as an emergency. Requests to the Red Cross from wives 
and servicemen, however, are on the increase, and a solution to the 
problem must be found. 

The alternative to a program such as this would be the expansion 
of the medical facilities of the armed services and the drafting of 
still larger numbers of doctors, nurses, and other scarce medical “and 
allied professional personnel into military service. This we do not 
wish to contemplate for it is wasteful of scarce manpower at a time 
when all efforts should be directed toward proper utilization of scarce 
manpower to meet both military and civilian needs. 

lor this reason we advocate how the careful, gradual development 
of a program under which the 125,000 wives and children of these 
servicemen will obtain medical care at least as adequate as that avail- 
able to those who can be cared for in military installations. We urge 
the committee to study the record of the past. In World War II no 
attention Was paid to this problem until it had assumed gigantic pro- 
portions with military commanders appealing to Washington for aid 
and with thousands of cases ot ee Arniy wives being handled 
under makeshift hnancial and medic al a ments. 

Dr. Nathan Sinai of the school of public health at the University 
of Michigan made a compre s+hensive ee of the EMIC program in 
World War LI. One of the facts he stressed in his summary and 
conelusions was stated as follows: 

Viewing the rapid evolution of the program, one of the chief lessons from 
EMIC is the importance of the period of time that precedes the initiation of any 
widespread medical plan. * EMIC also demonstrated the future im- 
portance of facilities and trained medical administrative personnel * * *, 
The Children’s Bureau also, in evaluating their experience in admin- 
stering EMIC in World War II, said that many problems which 

rose in the be einnin 1g of the program could have been avoided if there 

been a tooling up period. Thus, from the point of view of the 
servicemen s W ives and Cc uildre 1) who need care now, and from the 
point of view of efficiency * setting up a program to meet their needs, 
t] e time to begin is now, and not later when the poss! ible numbers of 
beneficiaries swamp the medical and hos pital facilities available. 
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The workability of a program of maternity and infant care is 
shown by the figures of the earlier program. In 1945 over 48,000 phy- 
sicians, representing at least one-half of all civilian physicians in 
active practice in the United States, gave care under EMIC. In al- 
most two thirds of the States, there was more than 50 percent partici- 
pation by physicians. During the same year, over 5,000 hospitals, or 
nine-tenths of all registered hospitals (exclusive of nervous and mental 
and tuberculosis hospitals ) were authorized to give care to EMIC 
patients. In 37 States more than 75 percent of the hospitals par- 
ticipated under EMIC. This was an immense outpouring of service 
of high standards from thousands of physicians, nurses, and social 
workers, and laboratory workers, who gave their time and interest 
generously and unfailingly. 

Health services such as medical care for pregnant women and proper 
care for one’s children play an important and intimate part in the 
lives of men who are in the services. Clearly, a soldier worrying about 
the welfare of his wife and children, born and unborn, is not an efli- 
cient member of the armed services. The EMIC program of World 
War IT was established and continued to have widespread public sup- 
port because it was clear that this program was one of the best types 
of insurance of the morale and well-being of our fighting forces. The 
Surgeons General of the Army and Navy testified to this point in 1944. 
The men in our militar y services today consider proper care for their 
families high on the agenda of things they worry about. In a special 
spot survey it was noted that 20 percent of the married men_ polled 
reported that their wives were then pregnant and 75 percent of these 
men admitted that they were worried about the problem of meeting the 
expenses of the pregnancy and caring for the infant after it came. 
Half of the men expected to apply for help from relatives or loans or 
relief from some source to meet expenses. 

lt is our conviction that the people of the United States cannot 
think in terms of a large standing army of adequately equipped men 
who are able and “anxious to defend our w ay of life against the obvious 
threats of today’s world situation unless they take into account the 
morale and well-being of the servicemen and their families who make 
up the services. Planes, tanks, air bases, and flat-tops are considered 
legitimate military expenses that will contribute to the security of this 
country. Medical care for the wives and babies of the men who man 
the machines of war are just as legitimate a charge. That the program 
filled a great need in World War II is clear. There were 1,200,000 
maternity cases handled, and medical care given to 230,000 children of 
servicemen. That the program was generally well accepted and ad- 
ministered is a matter of record and serves as a base from which a 
second program could emerge. In the words of Dr. Sinai: 

EMIC serves as a striking demonstration of joint effort and administrative 
resiliency. It would be hard to find another wartime program that grew to such 
comparatively huge proportions and still remained within the framework of 
existing National, State, and local peacetime administration. The accomplish- 
ments * * * are a monument to the combined contributions of medicine, 
public health, and hospitals. Maternity and infant care were the goals; mater- 
nity and infant care are the goals; maternity and infant care are the achieve- 
ments. 





HEALTH CARE FOR DEPENDENTS OF SERVICEMEN 229 


We who represent organized citizen interest in the well-being of 
our families and those of our neighbors throughout the country hope 
that the Federal Government, and the professional groups concerned, 
will be foresighted and courageous in meeting this problem of medical 
care for servicemen’s families before it assumes even larger propor- 
tions. 

Senator Leuman. Thank you very much, Mrs. Wedel. The only 
serious objection that Ih: ¥ e heard raised with regard to this program 
has been that presented by the medical profession, namely, that a 
need has not been demonstrated statistically. Of course it may not 
be possible to prove the need statistically. ~ 

Mrs. Wepeu. That is right. 

Senator Leuman. We have estimates, of course, which in my opin- 
ion are probably reasonably accurate. But we do not have exact 
sti utistics and there is no way of obtaining them, I think. We did not 
have them when the old EMIC program was instituted. 

I want to ask you as a woman who has had close contact with these 

problems, representing a great many of these national organizations, 
* it your opinion that there is a need for the program ? 

Mrs. Weve. It very definitely is my opinion. I have personal 
knowledge of a good many situations where wives of servicemen sim- 
ply have not been able to get care, and have had to go into serious 
debt or had to depend on the Red Cross which sometimes could not 
help them. Ihave seen my own self some cases. And if one individ- 
ual has seen them, they must be multiplied by thousands over the 
country. Iam sure the need exists very definitely, and I am sure it 
is going to grow. 

Senator Lenman. Concretely, I think it is pretty generally agreed 
that there will be approximately 200,000 births during the year. 

Mrs. Wepe-. I think that is a conservative estimate. 

Senator Lenman. Assuming that we do not have to increase our 
Armed Forces. It is also pretty well established that of that number 
approximately 75,000 can be taken care of through military facilities, 
leaving 125,000 to be taken care of in other ways. The “Red Cross 
has already indicated that they could take care of only emergency 
cases approximating 10,000 in number, That leaves 110,000 or 115,000 
to be cared for in other ways. 

Mrs. Wepe.. Yes. 

Senator Leuman. Do you see any assurance that existing facilities 
can care for that number without governmental assistance ? 

Mrs. Wepet. I do not. It does not seem to me that even in as well 
equipped a community as Washington we would be able to do it. And 
when you think of the places throughout the countr vy, the small com- 
munities where many of these people are living or st: ationed, the prob- 
lem, it seems to me, is almost unsolvable without this kind of care. I 
think this bill is just absolutely essential. 

Senator Lenman. Thank you very much. 

Mrs. WEDEL Thank you. 

Senator LenMANn. Miss Helen Hall. I have been very glad to wel- 
come all of our witnesses, but Iam particularly glad to welcome Miss 
Hall with whom I have worked for many years. 
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STATEMENT OF MISS HELEN HALL, DIRECTOR, HENRY STREET 
SETTLEMENT, FOR NATIONAL FEDERATION OF SETTLEMENTS 
AND NEIGHBORHOOD CENTERS 


Miss Harti. Thank you, Governor Lehman. It is very good to be 
here. 

I am Spe aking for the National Federation of Settlements and 
Neighborhood Centers, which has a membership of 267 honses, in 80 
cities, in 31 States, and the District of Columbia. 

Since 1917 settlements have urged that more adequate medical care 
be made available to the great mass of Americans in the low-income 
groups of the country. Their concern has been a very natural one 
because their work brings them into daily contact with people who 
not only often fail to benefit from the great advances in medical sci- 
ence but who, when they do get proper care, may be burdened with 
debt and worry for years to come. 

While we are speaking for S. 2337 and S. 1245, which refer to de- 
pendents of enlisted members of the Armed Forces, we must point out 
that the members of the National Federation of Settlements believe 
that adequate medical care should be within the reach of all Ameri- 

cans, no matter how poor their economic circumstances. However, 
there are added reasons why the dependents of servicemen should be 
protected in times of national emergency. First, the simple question 
of fairness. Those in active service share the risks of death and dis- 
ablement equally, but they do not at present share equally the worry 
about those they have left behind. The extent of their concern is 
naturally determined in a large measure by their economic status. It 
is one thing to leave your wife and children or perhaps your mother 
with every protection in case of sickness and quite another to leave 
them not knowing what may happen if sickness strikes them. 

I served in the Red Cross in a hospital in France in the First World 
War and in Australia in the Second World War, and I know at first 
hand the devastating effect of worry on servicemen away from home. 

You asked that question before, Senator Lehman, of one of the 
Army representatives and I can answer it first hand from both world 
wars. I knew the men; I knew many hundreds of them. 

So, aside from the question of justice, there is the all-important 
question of morale, and I know of no better way of safeguarding their 
morale than to safeguard their families at home. My experience has 
shown me that the American soldier is essentially home loving and 
his thoughts are eternally turning in that direction. During my work 
in the Red Cross, I have been shown thousands of worn-out snapshots 
of mothers, wives, babies, and best girls, and I know from personal 
experience how they feel when they are sick. 

I have not only seen the situation from the standpoint of the soldier 
away from home but also from that of the family left behind. It is 
here that the settlements have had most experience and we would 
strongly urge that these bills cover real health protection and not be 
confined to maternity and hospitalization; also, that they cover all 
dependents of enlisted men. One can be just as worried about a 
6-year-old child as a 5-year-old and a dependent parent can cause deep 
concern as well as a wife. 

We in the settlements have strong feelings against categories of 
help because in neighborhood work so often we have to struggle to 
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help the people who fall between the categories—who do not quite fit 
into insurance benefits, social sec urity, mother’s allowances, or 
what have you, but who need help just the same. Basically the 
Senate, by the passage of these bills, would be trying to give peace of 
mind to the enlisted men and health protection to their dependents. 
I can assure you that maternity care is not all the protection that is 
needed to attain this end. 

I would just like to stop here to say that if I understood Mr. 
Jackson’s testimony correctly, he said that there was care given in mil- 
itary _hospit: ils for something like 2,000,000 cases of sickness for sol- 
diers’ dependents other than obstetrics. 

Senator LeHMan. 2,767,000. 

Miss Hawi. That is right. Other than for obstetrics, and the obstet- 
rics, 1 thought, was over 500,000. 

Senator LenmMan. The total number of treatments was 3,564,000 ; 
these included 2,767,000 cases of treatments other than obstetrics, and 
597,000 obstetric cases. 

Miss Haui. That is what I wanted to point out. That it is nof 
obstetrics alone that is the problem with the soldiers’ dependents. I 
was delighted to get such good reinforcement for my statement that 
maternity care is not all that is needed. 

What about pneumonia, cancer, and childhood diseases after 5, and 
all the other ills that can hit a household with devastating results? 
As a matter of fact, when we come right down to it, the majority of 
enlisted men have come from homes that are medically insecure. They 
have been brought up in families who worried about whether they 
could afford a doctor when they needed one, or hospital care, or X- 
rays or drugs or convalescent care, or whatever sickness might entail. 
The dangers of illness to them are not alone connected with having 
babies, or even having to go to a hospital, but the day-by-day sic knesses 
of a growing family in poor circumstances. 

And because a soldier's family is embedded in neighborhood life and 
shares in the usual medical insecurities of low-income families every- 
where, I would like to offer as typical of their need our findings in a 
study made in the neighborhood of Henry Street Settlement which 
was published in this January’s issue of the Survey. I would like to 
have that as part of the record, if I might. 

Senator LeHMan. We will not print that in the record, but we will 
have it with the record. 

Miss Hatt. Thank you. I think this report is pertinent to the 
passage of S. 2337, and I would like to ask that it be included as part 
of this testimony. 

Senator LeHMan. It will be available to the committee. 

Miss Hav. In this study we endeavored to get a current blueprint 
not only of what medical and dental care and drugs, are costing our 
neighbors, but how far voluntary health-insurance plans of various 
kinds have reached down into our ne ‘ighborhood and how much pro- 
tection they assure. We realized that whatever the results, they would 
probably present a more favorable picture than might be found gen- 
erally, because the people of the lower East Side of New York have 
more access to health facilities than many urban, as well as rural com- 
munities, in the country. 

However, this study is a cross section of neighborhood experience 
with medical needs, and medical costs, based on the first-hand testi- 





232 HEALTH CARE FOR DEPENDENTS OF SERVICEMEN 


mony of 553 families with ineomes ranging from $2,000 to $6,000 a 
year. The latter families generally have more than one wage earner. 

We know that voluntary health plans have shown impressive 
growth but the conclusion often drawn is that low-income families 
are much more widely protected and more fully served than they 
really are. While 48 percent of these families had tried to protect 
themselves in some way or other against sickness, less than 2 percent 
had succeeded in getting adequate | coverage for at least the medica! 
needs of the whole 4 family. 

Senator Leaman. May I interrupt you, Miss Hall? 

Miss Hain. Yes. 

Senator Lenman. Is that shown in this report? 

Miss Haty. Yes. 

Senator Leuman. Then we will put it right into the record. 

Miss Hatt. All right. 

(The report, Henry Street Settlement Studies—When Sickness 
Strikes a Family, is as follows:) 


HENRY STREET SETTLEMENT STUDIES—1950-51 
WHEN SICKNESS SrrRIKES A FAMILY 


A cross section of neighborhood experience with medical needs and 
eosts, based on first-hand testimony of 553 families with incomes rang- 
ing from less than $2,000 to $6,000 a year. 

The light this study throws on the spread of voluntary health plans, 
and how far they protect the general run of households at these income 
levels. 


(Helen Hall, director, Henry Street Settlement, New York City) 


Years of working and living in a low-income neighborhood are bound to bring 
awareness of where life presses hardest. Settlements know only too well how 
sickness dogs the footsteps of working people and their families. Except for 
unemployment no other common problem ranks with it. 

Lack of decent shelter and dread of old age are runners-up. Since World War 
II, housing has moved into acute concern. Fortunately, this year an extension 
of our national social security system has brought more adequate and more 
widely spread protection to the aged. 

During the depression years, it was lack of jobs which overshadowed these 
and every other human need. Since then, Federal-State unemployment insurance 
and employment services have helped to cushion households and communities 
against the ups and downs of work. I’m sure many of those who fought against 
their enactment in the thirties were glad to have them sustain purchasing 
power during the business recession in 1948-49. In those years in our neighbor- 
hood we again began to hear women say, “He’s out of a job,” and it was an 
intinite relief to know that the family would have something to fall back on 
while “he” hunted for work. 

Thus, constructive legislation has done much to take the edge off the hazards 
of unemployment, but Americans have yet to lay that other specter of sickness 
and its costs. 

From time to time neighborhood workers test out their daily impressions by 
means of samplings, studies or surveys, which discount or reinforce, as the case 
may be, any conclusions drawn from such intimate experience. Over the years 
we have done this repeatedly with respect to medical care because such eare and 
the need for it has been so omnipresent in the lives of our neighbors. 


THE PICTURE AS WD SEE IT 


Onee again, checking our first-hand experience, we must break with the 
crescendo of reassuring pronouncements by organized medicine, and by other 
interested groups, which would have the public think that things are much 
better than we find them. 

Right now, in spite of the spread of various forms of voluntary health plans. 
the day-by-day needs for medical treatment we confront in our neighborhood are 
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not being met in an over-all way that is either humane or statesmanlike. Lip 
service is paid to preventive medicine, but the obvious place where it shouid 
start is largely ignored. That is in the homes of those who most need it and 
can least afford it. 

Too many of the rest of us do not see, or will not admit, that health services 
are piecemeal and chaotic, and that we are leaving economically handicapped 
families to pick their way in and out of this chaos as they search for help in 
keeping well. They grasp at various health plans that will protect them at one 
point or another, hoping that with luck their policy will cover the days spent in 
the hospital or that a cash indemnity will cover costs, or that the insured member 

f the family will be the one sick, or that the cost of having a baby will fit into 
the maternity benefits. 

On the one hand we have been aware that an increasing number of families, 
specially in the higher income bruckets among our neighbors, have come to help 
meet hospital bills through health plans. 

On the other hand, we are acutely conscious of many families about us, in 
nd outside of health plans, who do not feel free to call or go to a doctor before 
ronechitis turns into pneumonia, or a sinall lump into cancer—or to go to the 
ientist before an extraction is necessary. With the spread of life-saving but 
ery expensive drugs, the bills for them loom painfully out of reach of the 
ay envelope. At the same time that the cost of eye care and eyeglasses has 
risen, comes the increased knowledge of their crucial importance. 


OUR HENRY STREET STUDY 


Last year at Henry Street Settlement, on New York's Lower East side, we en- 
deavored to get a current blueprint not only of what medical and dental care 
ind drugs are costing our neighhors, but how far voluntary health insurance 
plans of various kinds have reacbed down into our neighborhood and how much 
protection they assure. 

\ltogether we interviewed 732 families and these vielded 553 schedules which 
ve used as a basis for our findings.’ They included members of our adult clubs 
ind the parents or children coming to Henry Street. Lest this should prove too 
selective, we made a door-to-door canvass covering two square blocks. 

We realized that whatever the results, they would probably present a more 
favorable picture than might be found generally, because the people of the 
Lower East Side of New York have more access to health facilities than many 
irban, as well as rural communities, the country over. They have been more 
subject to education in mutual protection against sickness and a pioneer ex- 
periment in voluntary health insurance, the Corlears Hook Medical Association, 
was carried on for 3 vears in our immediate neighborhood. 

Of the 553 schedules studied, 13 percent fell in the lowest income level of 
nder $2,000 a year; three-quarters (76 percent) fell in the $2,000 to $4,000 
brackets; the remaining 11 percent were at the top of our scale in the $4,000 to 
“6,000 brackets. It should be borne in mind that these were family incomes and 

arge proportion especially in the higher brackets depended upon more than 
ne wage earner in the family. The occupations covered a wide range: letter 

rriers, post-office clerks, shipping clerks, taxi drivers, truck drivers, electricians, 
emen, janitors, painters, policemen, salesmen, shopkeepers, stenographers, 
artenders, waitresses, garment and other factory workers. 

On the whole our inquiry covered employed, self-respecting people, eager to 
e on their own and self-dependent. Such families are aware that sickness is 

respecter of provisions in a health plan. On the other hand their experience 

th sickness has been a bitter teacher and we have seen them turn to plans 
vith limited provisions when these seemed to be all that is within reach. 

The Health Insurance Plan of Greater New York, familiarly known as HIP, 

mes nearer to giving the kind of medical care that families need and long for 

in any other in the community. This plan provides for complete diagnostic 
aminations, unlimited surgical, medical, and maternity care in the hospital, 
home, and in the doctor's office and, most important, continuing preventive 
: also for visiting nursing and ambulance services. Hospitalization is 
uded through a working arrangement with the Blue Cross. The whole family 

n be covered. However, drugs are not included, nor dental care 


rvices 


‘We discarded 85 schedules where income or other data was not complete, and nearly 
many more where the family was on home relief, as the New York City Department of 
elfare has a system of medical care for its clients. Fourteen of the families earned more 
n $6.000, and as the income brackets to be studied stopped at that, these, too, were 


t included. 
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These provisions come nearer to those in the insurance section (title VII) 
of the long-pending national health bill than any other available in New York 
Under existing voluntary plans, however, eligibility is almost always limited 
to employed groups, approximately 60 to 75 percent of whose members must 
enroll, and this high enrollment usually depends upon the willingness of the 
employer to share the cost. This method eliminates from coverage a high pro 
portion of lower-paid and casually employed workers. Experience shows that 
managements which have already obtained good wages are those which secure 
this type of benefit in collective bargaining. 

While it is true that certain policies are open to individual enrollment these 
coverages are comparatively expensive and honeycombed with limitations. 

Another provision of the national health bill highlights one of the chief short 
comings of the presently available plans. Too often all that is provided is an 
indemnity benefit—a certain amount of cash. Rarely do these sums cover the 
doctor’s or hospital's full charge. The insured is still unable to foresee what the 
eosts of any sickness may be. What families need are service benefits, under 
which the insured receives the doctor’s or hospital’s service in return for his 
premium and is not subject to any extra charge. 


COVERAGE 


In spite of what might be considered a favorable climate, only 11 families 
out of the 553 had the comprehensive protection supplied by HIP; 3.4 percent of 
our families were served by it, and only half of these had policies covering the 
whole family. For the rest, as the families reported: 

15.8 percent were covered by the Blue Cross for hospital care only, with 
three-fourths of its policies embracing the whole family. 

9.6 percent fell under industrial plans which were reported as established 
by employers, two-thirds of which covered the family. 

9 percent had plans which were reported as established by unions, less 
than half of which covered the whole family. 

5.9 percent had “sick benetits” in some kind of fraternal organization with 
half covering the family. 

3.1 percent carried Blue Shield which contracts with physicians to serve 
on a fixed-fee basis. If the subscriber is in a very low income bracket, almost 
all these contracts cover the whole family. 

2.2 percent were insured directly by commercial insurance companies, 
more than two-thirds of them covering the whole family. 

To sum up, something less than half of our families scheduled (48 percent) 
carried voluntary health plans in some form or another, approximately three- 
fifths of these without covering the whole family—and something more than 
half of the families (52 percent) had no plans ut ail. Such percentages indicate 
both the lack of thoroughgoing protection for families and the lack of orderly 
planning on the part of the community. They also show how widespread the 
fear of sickness is and how families reach out for some way—however piece- 
meal—to cope with it. 

Back of these figures is great confusion. Few of the families we talked 
to had a clear idea of what the plan they had would do for them, how it pro 
tected them and from what. As one woman put it, “You better read that small 
print or you'll be pretty surprised when you're sick.” The reply of another 
was, “I don’t understand it when I do read it.” The trepidation that most 
of us, at some time or other, have felt in facing “small print” on a contract 
should give us a fellow-feeling for these folks as they Weave their way in and 
out of the complications of trying to get protection against sickness, 


RATIOS AND REALITIES 


Reports given out as to the large number of subscribers to this voluntary 
health plan or that are pointed to as showing how large a share of the American 
people are now covered by voluntary health plans. These plans have shown 
impressive growth and do afford important protection at salient points; but 
the conclusion too often drawn is that low-income families are much mors 
widely and more fully served than they really are. 

And the pity of it is that these figures are apt to give a false sense of security, 
for it is insurance for comprehensive care with the advantage of preventive 
medicine that families need. ‘True, 48 percent of these 553 families of ours 
had tried to protect themselves in some way against sickness, but less than 
2 percent had succeeded in getting adequate coverage of at least medical, if not 
dental, needs for the whole family. 
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Another factor that concerns us is that as the family income goes down even 
this partial coverage afforded by voluntary plans goes down with it. Seventy- 
six and five-tenths percent of our families with incomes between $5,000 and 
$6,000 had taken out some form of insurance, while only 39.2 percent of the 
families earning $2,000 to $3,000 had managed to do so. 

Further, 74 of the families interviewed were found to have dropped their 
policies. Of these 6S had incomes of $4,000 or less. Twenty-three said this 
was because they could not afford to keep them up. Fifteen because they had 
changed jobs and lost the plan in the process. Seventeen because the plan 
they had participated in was discontinued. Thirteen felt that the plan did not 
fit their needs. Six gave no reason. 

Almost invariably discussion of illness in clubs and even more in informa] 
exchanges brings up “how many things you can have” that do not come within 
the particular insurance coverage you've “taken out.’ Because we had heard 
this so often, our schedules asked about sickness expenses families had had 
to meet over and above their health-insurance payments. Not all could make 
estimates but enough did more than warrant the inquiry. <A third of the replies 
ranged from $100 to $400 a year and in a few cases the total for outside bills 
ran up to $440, S500, S680, and in one case $1,000. 

For the most part sickness costs had to be drawn from memory on the part of 
the people concerned. However, these were important outlays in the past year 
talked about, worried about, the subject of family consultation and planning 
and sometimes, never to be forgotten. The cost of a particularly serious illness 
will be referred to years later in all its details. Families took great care to 
answer our questions to the best of their ability. The tendency seemed to be to 
forget some expenses rather than to exaggerate them: but major items, such as 
doctors’ and hospital bills seemed harder to forget than to remember. There 
were some families in each income group, however, who felt that they could not 
give an accurate enough accounting and their expenses did not enter into our 
over-all totals, 

INCOME LEVELS 
$3,000 to $4,000 


There were altogether 156 families with earnings between $3,000 and $4,000 
a year. While among the insured families one had outside expenditures reach- 
ing $1,000 in the $2,000—-$3,000 group, a similar total was reported among non- 
insured families in this medial group. On the other hand, 15 families could not 
estimate their expenses, and 14 were fortunate enough to have had no bills 
Medical expenses for the year, of the remaining 127 families, totaled $18,447. 
They ranged as follows: 


Families : Expenses | Families—Continued Expenses 

14 i cee allan eae fact des $0 | Be... $350—400 
28 ed fe ant (*) : 400 
3) as ; ___. 50-100 3 eae Hoo 
1) : _. 100-1450 ‘ 575 
11 Pee 150-200 ; 660 

‘ : ‘on 200-250 ae a sai iia . TOO 
3 F . _. 20-300 . pit R00 


S , __._. 300-350 : ares , 000 
1Under $50. 
$2,000 to $3,000 


Just under half of our families earned between $2,000 and $3,000. Of these 
265 families, 25 felt they could not estimate their expenses and 29 had no bills. 
The remaining 211 families had expenses totaling $25,842, classified as follows: 


Families: Paupenses | Families—Continued Expenses 
$350—400 
: Pra 400-450 
$50-100 | J aa a . 10-500 
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Under $2,000 to over $4,000 
There were interesting comparisons to be made between highest and lowest 
income levels. There were 46 families between $4,000—-$5,000 and 17 between 
$5,000 and $6,000 ; or taken together, 63 families between $4,000 and $6,000. This 
combined group of 63 families reported spending $6,545 on medical care that year 
This was over twice as much as was spent by 69 families in the lowest income 
group under $2,000. Their total came to $3,065. 


CLINICS 


Our figures on the use of clinics are significant at this point for they revealed 
that two-thirds of the under $2,000 income families made use of clinics—whereas 
only one-third of the $5,000 to $6,000 families turned to them. 

This illustrates how some of the needs at the lowest-income level are met. 
But even at their best, clinics cannot take the place of general medical care 
These families, above all—whose food and shelter and clothing are least ade 
quate—need to be able to call or go to a doctor when sickness strikes. Clinics 
or accident wards are hardly the answer when a household is afflicted by a 
respiratory infection, many children’s diseases or sudden acute symptoms at 
aby age, and most clinics are a far cry from preventive medicine, 

Even where the medical situation is one that fits clinical treatment there are 
human disadvantages which weigh heavily against the very people whow clinics 
are.meant to protect. One of these is the too-often frightening impersonality 
of treatment from social worker—nurse—or doctor. The more helpless or 
ignorant the patient the more they need and crave reassurance and explanation 

The hours clinics are held are difficult for the wage earner who needs medica! 
care and cannot take time off from his job to attend. A mother is disadvan- 
taged who cannot leave her other children to take thé sick one to the clinic and 
may have to wait long hours with them clinging to her skirts. Underneath it 
ul is a widespread embarrassment in accepting what is given as charity. 

Altogether the 553 families reported expenditures for doctors’ and hospital 
bills and insurance coverage of $53,899 and an additional $6,519 for eve care 
making a total of $60,418. It is to be remembered and emphasized that this 
was exclusive of amounts reported for dental care and drugs. 


DENTAL CARE AND DRUGS 


According to our schedules, 25 had not spent enough for drugs to report on 
it while 111 felt they could not estimate the amount. According to the remain 
ing 417 families, they had spent altogether $20,757 on drugs during the year 
or an average of $4 a month each. Clearly no plan for medical care can be 
wholly sound without taking into account necessary medicines. This would 
be true even if this average of $48 a year came to rest evenly on every family 
What actually happened was that 92 of the families spent from $75 to $360 in 
12 months. Obviously we must reckon with catastrophic drug bills which drain 
the family purse at the same time that other emergent expenses pile up. One 
woman told of waiting a week to pick up the prescription which her doctor had 
given her, until she had the money to pay for it. 

Some of this spending is no doubt ill-judged and for much advertised cure-alls 
which often meet with eager trial when sickness is fraught with so much anxiety 

In asking our neighbors about their dental care, done or left undone, we were 
getting into a field that most insurance plans have yet to explore. Here, if any 
where, we need community planning and direction if we are to bridge the gap 
between scientific knowledge and skills and the household needs in such a com 
unity as ours. Only systematic dental care in our public-school system could 
bring dental progress to bear universally in the growing years that count for 
most. 

Because it is easier to put off care of the teeth, we found even greater disparity 
between the total $2,868 which 37 of the 69 families in our lowest-income group 
spent for dentistry in a year, and the $8,005 which ° {1 of the 68 families in the 
upper brackets paid in dental expenses. 

Average annual dental costs per family (as our schedules tallied them) go up 
from $46 at the lowest-inceome Jevel (under $2,000) to S76 per family at $2,000 to 
$3,000 a year. They rise to $86 in the $3,000 to $4,000 group; to $121 at $4,000 
to $5,000 a year; and to $175 at $5,000 to $6,000. As high as $600 was paid by 


two families. 
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The over-all total of dental bills reported ran to $42,489. As an example, take 
the largest group—families with incomes between $2,000 and $3,000—where 
dental costs ran as follows: 
$2,000 to $3,000 

265 families—average dental cost $76 
1S could not estimate 
7 neglected due to cost 
stopped at $25 due to anticipated future cost 
stopped at $40 due to anticipated future cost 
stopped at $60 due to anticipated future cost 
2 stopped at $75 due to anticipated future cost 
1 stopped at $100 due to anticipated future cost 
48 had had no bills 
186 had remaining bills totaling $18,471 
Range 
amilies Erpenses Families—Continued Earpenses 
None ‘. s pw wumamcas S200-000 
(*) : _ 300-350 
: _. $50—-100 ’ ; 350-450 
. : . - 100-150 Daa 450-500 
‘ . 150-200 sf 510 
a ae __. 200-250 | 


1 Less than $50. 


Among our 553 families, the year’s over-all total for medical and dental and 
eye care plus drugs came to $123,664 Che signilicance of this outlay lies in what 
the families got or did not get for it. 

Only 11 of them received comprehensive medical care for all the family. Little 
reached them that could be culled preventive care. ‘There was almost no sharing 
n today’s xzreat advances in psychiatry Much worry, insecurity, and fear 

itered into their bouts with sickness. It must never be forgotten that when 
in employed worker becomes sick the economic loss is twofold—his wages stop 
it the same time medical costs mount Even when he is fortunate enough to 
eceive benefits they do not take the place of wi: >in amount. A few States, 
ncluding New York, have made beginnings it isability insurance but there is 
no country-wide coverage yet. 

More illuminating and more poignant than our statistics have been the <« 
nents and stories which reached us along with them. Continued and drastie 

iticism of treatment in clinics stood ou Also the frequent lament, “I didn't 

now where to turn when I needed a tor. Repeatedly there was warm 
ppreciation of both kindliness and ssful service rendered by particular 
physicians in the neighborhood, in clinies and hospitals and in specialists’ offices 
In truth, nowhere is the doctor-patient relationship prized so highly 
ighborhoods where it is hard to come by and where studies show 

third of the patients can lay claim to its comfort. 

Qur own study would certainly indicate that these families and thos« : 

reumstances are without easy access to that great body of medical protection 


ich can be had for the buying, This should not be the only criteria in a 


mocracy which has sateguarded people against h major hazards as unem- 


oyment and old age. By strengthening such fam on this front—when 


kness strikes—our country would be strengther 


AN EMERGENCY PRESENTS ITS SPECIAL PROBLEMS 


Florie Minsky, age 6, fell and fractured two bones in her wrist while in play 
hool. Because her mother had once had a bad experience in a ini 

ed the little girl uptown to a doctor she knew. As she had no 

m to leave Florie’s two younger sisters, ages 4 and 35, they had to go 

She took a taxi with the three littie girls to the doctor and he 

iy of the fractured wrist, put on a temporary bandage, but did not want 
set it, and so sent them on to a surgeon whom he recommended. The surgeon 
inted $150 to set the wrist, but finally said he would do it for $75, only he must 
ve the money in advance. Mrs. Minsky said she didn’t have it, but would 
rrow it and bring it to him the next morning at 11 o'clock. 


Exclusive of medical expenses unestimated by 62 families. drus 
i dental expenditures by 36 
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She left little Florie in the hospital and went back home. She had been going 
with the little girls—broken wrist and all—from 1 o’clock until 6. However, as 
soon as she had fed the little girls she went out to borrow the $75 in the neighbor 
hood. She “got a little here and a little there.’ One neighbor came in while 
she was out and left $10 on the kitchen table. By the next morning she had the 
$75 and met her 11 o’clock appointment, money in hand. 

Tien at the hospital she was met with a $62 hospital bill which they told 
her she must pay before she could take the child home. This bill was finally 
vouched for by a social agency and she brought the little girl home and relieved 
the neighbor who had been minding the other children for her that morning. 
She still had to pay $10 for the X-ray and $5 for the office visit to her doctor, 
so that all told, not counting carfare and taxis (and another X-ray later) the 
accident had cost her $152, or approximately what her husband earned in 3 
veeks. He is a truck driver earning $55 a week, and he had just been covered 
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Every two weeks when working his check read “$102 at the top’—but what 
with deductions for taxes, pension and HIP this pared down to $85 in take-home 
pay. Half a month's rent at $17.50 left Mrs. D’Alessio $67.50 a fortnight to 
budget for the other household expenses for their family of five. These in- 
cluded food and clothing, the father’s carfare, medicines when necessary, al! 
other incidentals—and “extras” beyond ordinary running expenses. And also, 
if possible, movies or other entertainment for the children. 

They fell back on the pension loan plan offered to city employees—under 
which Mr. D’Alessio could borrow for a major purchase, or to replace the 
children’s clothes from time to time. The habit of the D’Alessios was to plan 
ahead just what they needed in amounts varying from $100 to $300 a year. A 
loan advanced, they made the purchase, and there was usually about 2 months 
before the paying-back must begin—giving them a chance to enjoy it free of 
worries. Thereafter, regular amounts agreed upon (including interest) were 
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deducted from his 2-week salary checks. As these were small, payments might 
zo on for months. “That way we didn't feel it,” the D’Alessios explain, and 
these loans and the opportunities they provided became an important part in 
the economy of the family. 

The D’Alessios managed pretty well over the years under their scheme of 
budgeting. HIP fitted into this because it functioned in much the same way. 

Before they joined, the family had often resorted to free clinics for medical 
treatment, and unlike most of their friends and neighbors had no strong ob 
jections to them. As Mrs. D’Alessio put it, “They tell me I’m different, but all 
the same I got a lot of good things to say about the clinics. Sure you got to wait, 
but you sometimes got to wait 2 or 3 hours sitting in a private doctor’s office 
My time isn’t money, so this way a cliniec’s free. You think I can afford to buy 
these nosedrops, or that cough medicine?’ she asked, holding up two bottles 
her young son was using for his cold. “The clinic gave him those, But it’s a 
funny thing,’ Mrs. D’Alessio went on, “They’re awful good with the children, but 
they won’t do much for me.” However, she recalls favorably two nose opera 
tions she underwent without cost at a city hospitul—and “they treated me good.” 

e . +. + * * - 

Two years ago when the father fell seriously ill the D’Alessios budget plans 
began to buckle. Even HIP did not bring them out of the troubles they were 
about to go through. : 

The D’Alessios’ problem lay in the fact that the breadwinner’s illness had 
dragged on and he had consequently been out of work the better part of 2 years. 
Everything changed, and the D’Alessios had to adjust to a new way of life. 

At the start—their HIP doctor diagnosed a bladder tumor, recommending 
an operation which Mr. D’Alessio underwent. A month later HIP had paid for 
all his expenses except $20 for anesthesia and $43 for hospitalization beyond 
the allotted span. Meanwhile, there was no break in Mr. D’Alessio’s salary and 
he was shortly back at work. It soon became apparent, however, that his bladder 
trouble would confine him to home too often. He was asked to resign with the 
understanding he could have his job back when he got well. 

The city salary checks kept up for 2 months after this, and “then they put us 
on relief,” Mrs. D'Alessio explains. “Things have never been right since.” 
Relief checks now came every 2 weeks, but their rent was increased from $35 
to $388. 

For 2 years now, the D’Alessio’s have fallen behind on their pension payments 
which will have to be made up when Mr. D’Alessio goes back to work. Mean- 
while, they could no longer turn to the pension loan plan. “We can't get out of 
holes that way anymore,” said Mr. D’Alessio. Friends loaned them money to 
buy clothing for the children. “I owe my next door neighbor $40 right now,” 
said Mrs. D’Alessio 

Nor did the D’Alessios now have the benefit of city help in meeting their 
HIP fees, and they dropped the hospitalization payments. But they managed 
to pay $26.80 due on the remainder of the HIP bill. It was hard to get together 
quarterly payments every 3 months: yet they clung to their membership in the 
plan, thinking that Mr. D'Alessio would be back to work soon and knowing that 
HIP was costing them far less than the services of a private doctor. 

* + La + * « + 

Throughout these months the D’Alessios had great difficulty making ends meet 
for the current household expenses. Their 14-year-old son—‘‘He’s now almost 
6 feet tall—eats up everything almost as soon as I get it in the house,” Mrs. 
I) Alessio smiles. Besides their household expenses, the D’Alessios had drugs to 
buy necessary to Mr. D’Alessio’s recovery. At the start he saw his HIP doctor 
three times a week and each visit meant an expensive penicillin shot. After a 
time the doctor “changed him to pills” and he is still taking them—two sets 
Which last him a little less than a month. One bottle costs $8, another $3 

Mr. D'Alessio had had the same HIP doctor from the beginning. When this 
gceneral practitioner left the country for an extended trip, his patient was assigned 
toa neurologist who recommended somewhat different treatment Mr. D'Alessio 
feels that there was a marked change in his condition for the first time. ‘‘Maybe 
I just imagine it, I’m so anxious to get hack to work. I don't want ’em to forget 
about me.” 

The “relief” doctor, supplied by the department of welfare, came to their house 
on oceasion, but the D’Alessios never took to him. The mother continued to go 
to a clinie so that she could get medicines free. When she had to call the HIP 
doctor to their home for the children she often could not pay for the drugs 
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he prescribed. “Doctor, I’m sorry,” she would say, “but I just can’t. But I can 
get it when my check comes.” Mrs. D’Alessio had to say the same thing to her 
grocer, her butcher, and the pharmacist who supplied Mr. D’Alessio’s medicines 

After the D’Alessios stopped paying that part of their HIP bill which provided 
for hospitalization, Mrs. D'Alessio needed this service badly. She had suffered 
from allergy and asthma in a mild form which did not become serious until her 
husband was out of work. “They say it’s nerves,” says Mrs. D’Alessio, voicing 
a familiar phrase. Her difficulties in breathing and in digesting her food, finally 
put her to bed. Her HIP doctor gave her prescriptions and recommended an 
upparatus to facilitate her breathing. Mrs. D'Alessio was up and down, better 
and worse, and finally was taken to the city hospital one night when it was 
extremely hard for her to breathe. For 72 hours she was in a coma. She likes 
to tell about the consultant called in who recommended “one of those new miracle 
drugs. They got me well and I haven’t had a bit of trouble since.” 

* ~ * * * * * 
“If my husband’s trouble would only stop,” Mrs. D'Alessio sighed. “Who 


wants to stay on relief?” 

Just before Mr. D’Alessio had to quit work, payments began to come due on 
$300 he had borrowed from the pension loan plan. “We got that loan to pay 
back,” as he reckons it, “and we got to catch up on the pension besides. If I 
don’t get back to work soon and get that started again we'll never have it to 
count on in the end.” 


OLDER FORMS OF MUTUAL AID 


The Fisher family of six has had their share of illness in the past 2 years, but 
have managed with help from Mr. Fisher’s lodge, his union, and by going to 
clinics. 

The father, a man of 52, is a sewing machine operator in a factory making 
women’s coats and suits. The work is seasonal, and he averages 5 or 6 months 
of employment annually at $70 a week. When work is steady Mrs. Fisher puts 
by from $10 to $20 each week. One of the older girls works part-time and gives 
her mother $5 a week. During lay-offs the Fishers are able to manage by living 
on their savings combined with his unemployment insurance benefits at $26 a 
week. 

Mr. Fisher has access to medical facilities through his union for periodic 
check-ups and for treatment whenever necessary. In an accident last year his 
finger was split. A union doctor treated him for it and provided necessary 
medicine. He lost out entirely on 8 weeks of work, but got $15 a week for 7 
weeks from his union, which about covered his wage loss. 

Mr. Fisher’s lodge provides the services of a doctor when necessary at $2 for 
an office call and $3 for a home visit. Also, he can borrow money from the lodge 
as he did last year when Mrs. Fisher had a ruptured appendix. Because of the 
suddenness of the operation, Mr. Fisher had to get money quickly, $50 before 
Mrs. Fisher could be admitted to the hospital, $100 for the surgeon, and another 
$150 for hospital expenses and drugs. He borrowed $300 from his lodge, and 
during the 10 days his wife was in the hospital had time to figure out ways to pa) 
this back. At this time the Fishers had savings of $150 which covered half. 
The remainder he met in small installments. 

The Fishers have “spent a lot” for dental bills in the last 2 vears. One of her 
daughters had seven fillings at a total of $40. Another's fillings cost $20. The 
mother has had several teeth pulled—paying the dentist $5 at each visit. She 
goes to a clinic every 3 or 4 months when she has a had headache. 

Four children make living expenses high in the Fisher family. They must 
eat healthy food and “they’re always needing shoes.” But, when clothes wear 
out, Mr. Fisher can fix them because of his skill in that trade. “We manage 
pretty well,” is Mrs. Fisher’s conclusion. 


THE DAVISES HAD SAVINGS 


“We were lucky, I guess. We were able to help ourselves.” That is how Fannie 
Davis describes her husband’s long illness which began on the first day of their 
honeymoon more than 3 years before, when he had his first serious attack of 
“kidney trouble.” Since he was a veteran, he was able to go to a veterans’ hos- 
pital in the city in which they found themselves. There he stayed for 3 weeks. 
The Davises had only allowed for a wedding trip of a week but had lost 2 weeks 
of salary, and Mrs. Davis had spent 3 weeks alone in a strange city before he was 
well enough to travel. 
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Mrs. Davis asked the doctor if her husband would have other attacks, and 
what she could do to prevent them. In her own words, “What can he eat in order 
not to grow stones?” The answer didn’t help much. “J didn’t give him spicy 
foods, like the doctor told me, and he didn’t drink, but that’s all we could do.” 

So the Davises “just met each attack when it came.” This was expensive, for 
a clinie was of no use to Mr. Davis. “When he got an attack,” Mrs. Davis 
explained, “it was so bad that something had to be done right away.” From time 
to time in the next 3 years her husband would have such attacks about once a 
month. Each required an emergency shot costing $5. plus $3 charged for the 
office call it involved, or $5 if Mr. Davis ‘twas so bad” that the doctor had to come 
to their home. “Sometimes,” Mrs. Davis said, “when we were short. the doctor 
wouldn’t charge us for the office call—just for the shot.” He also had to have 
three X-rays at $15 apiece during this time. 

When the Davises couldn't “make room for such expenses” out of his weekly 
earnings, $55 a week, they resorted to their ; 
amounted to about $600, most ef which had been accumulated by Mr. Davis 
during his years in the service “He's no spender,” his wife Says Mrs. Davis 
also had bought $75 in bonds when she worked in a navy vard during the war 
years. In addition to the medical expenses for her husband, there were ma- 
ternity expenses during the second year of their marriage. These were paid for 
out of their savings and amounted to $400. As Mrs. Davis explained, it was 
almost impossible after that to accumulate again. “Our savings were from a 
long time back,” she said. “Any savings you have now are going to be like 
that.” However, they had decided not to seek help for hospitalization as a 
veteran because of What Mr. Davis had considered rough treatment in a veter 
ans’ hospital. 

So soon after the baby was born the Davises decided to join Blue Cross. This 
cost them $3.75 a month. It came in handy on Labor Day last year, when, in 
the middle of the night Mr. Davis had such a serious kidney attack that his 
wife called an ambulance to take him to the hospital. Ten days later, Mr. Davis’ 
doctor decided to operate. “He's a wonderful man,’ Mrs. Davis says, “the op 
eration ordinarily costs $375, and he charged us only $125.” They paid for 
this in advance and that, too, came out of their dwindled savings 

Mrs. Davis had to pay, also, for the anesthesia which the Blue Cross did 
not cover. When told that this would cost $25 and must be paid in advance, 
Mrs. Davis, who had only a little money with her, left that with them, and next 
day borrowed the rest from her husband's sister. “I paid it right back,’ she 
said. When asked why she didn't get it from the bank where the last of her 
savings were, she said, “When you have a little baby you can’t do things just 
when you want.” She couldn't get t 


savings. These, at the start, 


o the bank in the few hectie hours before 
the operation. 

Mr. Davis was in the hospital for 9 weeks. The Blue Cross paid for 21 days 
of hospitalization, and after that met half the expenses. During the remaining 
weeks, the Davises spent SSO themselves and the millinery union to which Mr 
Davis belonged provided the rest. Mrs. Davis was lucky enough to get the three 


blood transfusions her husband needed from friends. She went to the hospita 
every day. Her carfare was 20 cents and in addition, as she put it, “I had to 


take him a little something when I'd go.” 


A DOCTOR “WHO COMES TO THE HOUSE” 


The Berensons are a young family with three danghters 6, 314 and 2. Sam, 
who works in the police department, belongs to the Police Benevolent Associa- 
tion which enables the family to get reduced rates when they need the services 
of a surgeon or other specialist. In addition, also through the police depart- 
ment, the Berensons belong to Blue Cross. But, as Estelle puts it, “They don’t 
have docters that come to the house, and that’s what we need.” 

Karen, the oldest daughter, made her appearance when her father was in 
the Army. Estelle was allowed a $50 GI allotment for the continement and had 
the same difficulty other soldiers’ wives experienced in finding a doctor to take 
care of her at that price. 

During the first year, she took Karen to baby health centers. When the baby 
was a year old Sam was discharged and joined the force about a month 
later. These were difficult times for the Berensons since his starting salary of 
$2,000 was subject to deductions, 11 percent for his pension: $5 a week to pay 
towards uniforms costing $300; $1.50 a month for the Police Benevolent Associa 
tion, fecause no payroll deduction plan was available for Blue Cross, the 
Berensons paid S6 a year extra for their membership. 
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Gladys, the second daughter, was delivered by an obstetrician who charge: 
her $65. “He’s a good man and I have confidence in him or I wouldn’t go to him 
just because he’s reasonable.” The hospital bill was $100, of which Blue Cross 
paid $80 in maternity benefits and the Berensons $20. With two children to take 
care of Estelle was unable to manage visits to the health center with long 
hours of waiting, but took the baby to a private doctor every 3 weeks. She 
figured that the visits cost her $3 each for about 7 months for check-ups and 
innoculations against diphtheria, smallpox, ete. 

The $80 Blue Cross maternity benefit did not go as far with Naomi, the young- 
est, because of increased hospital costs, so the Berensons paid an additional! 
$45 this time. Again, routine visits to the doctor followed, but after these 
were taken care of, the run of the mill children’s difficulties were added to 
the medical budget. “This is the way it works,” Estelle said, “You start with 
aspirin when any of them has fever. Ususally, it isn’t anything major but it 
might get serious. You give the aspirin about every 3 or 4 hours when you 
see the temperature come back up, and by the second or third day the 
child isn’t better, you call a doctor and by that time maybe it’s serious. They 
never get sick two at a time so that one visit does for both of them. They get 
sick one after the other.” 

Neither Sam nor Estelle has had any health problems themselves, but there 
have been dental! bills, especially for Estelle. Although she had been going 
to a dentist regularly, the trouble was not discovered until it “blew up” since 
he had failed to take any X-rays of her teeth. He took them after a swollen and 
discolored gum indicated all was not well and informed Estelle that she had a 
condition that needed highly specialized care for which he would charge her 
from $700 to $1,000 and then could guarantee no cure. Even though Sam's 
salary was now $4,000 she could not pay this. However, she was assured that 
she would have to have all her teeth pulled or face the expense, It Was at her 
dentist’s suggestion that she went to the dental college because “they are the only 
people who are able to save her teeth at a price she could pay.” If the dental 
college had not been so conveniently located she couldn’t have gone with three 
small children or arranged care for them for her long hours away from home. 
The alternative was to have all her teeth out at 32 years “as many people do,” 
she added. The bills there so far have been $5 for X-rays, $37.50 for work on 
the gums, $22.50 for fillings, and $38.50 for work on bridge and crown which is 
just starting. But Estelle’s teeth have been saved, and now it is only a matter 
of a check-up every 6 months to make certain that no new trouble starts, 


IT’S HARD TO BORROW 


Three years ago Mrs. Robins’ private doctor in the neighborhood who then 
charged her only $2 for a visit, said that she should have an operation for a 
tumor. It was arranged for a Thursday night, which Mrs, Robins remembers 
as being cold and windy. A letter concerning her admission to the hospital had 
been given to her by her doctor. Mrs. Robins, her husband, and her son-in-law 
left the doctor's office for the hospital. ‘“We waited on that windy corner for 
a bus and when we got off at our stop, we couldn’t find the hospital. We had to 
ask but finally got to the place. Oh, it was so cold!” 

The Robins’ went up to the admittance desk, turned over the letter and were 
told that they must pay for a week’s hospitalization in advance. Since they knew 
that their doctor had had some difficulty in reserving a bed for Mrs, Robins, and 
since she wanted to go through with the operation now that she was here, the two 
men pleaded with the admissions clerk to make an exception this time, Mrs. 
Robins waited through these proceedings until her fate should be decided, and 
it was finally agreed that the son-in-law would give the hospital the little money 
he bad on him, and the rest would be brought the next day. Mrs. Robins was 
admitted that night according to plan. ‘That's the trouble,” Mrs. Robins says, 
“you got to go to the doctor’s hospital, and you got to do what that hospital says.” 

Mrs. Robins had no savings. The son-in-law had already contributed what 
money he had, and the remaining was paid by her son who lived with them. 

At the beginning of Mrs. Robins’ second week in the hospital, the same amount 
again had to be paid in advance, with the promise of a refund if she left before 
the week was up. Again the son paid it out of his savings. 

Mrs. Robins left the hospital in the middle of the second week, and she re- 
members that some time later the hospital sent her a refund. If she had had 
to stay a third or fourth week, or indefinitely, the family would have had to 
resort to borrowing. They paid the doctor during the next few weeks, a little 
at a time. 
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Last year, Mr. Robins needed an operation for a condition which had been 
growing progressively worse during the past year. Whenever his doctor had 
recommended the operation, he had hesitated because he knew that it would mean 
lost time from work and resulting lack of pay. But his condition eventually 
reached a point of urgency, and his doctor was able to procure a hospital bed for 
him the same day they mutually agreed upon the operation. The bed was in a 
private room. When Mr. Robins asked if he could not be put in a ward, his 
doctor, according to his wife, replied: “I just won’t operate that way.” The doe- 
tor Said he would wait until a semiprivate room was available: It was up to 
Mr. Robins. But he had little choice in the matter at this point. The urgency 
of his condition would not allow a change in doctors or in plans, so he was ad- 
mitted that day to a private room. 

He was in the hospital for 5 weeks. His union paid $100 toward the hospital 
bill, but Mr. Robins received no salary during this time, except for 1 week 
which represented his paid vacation. “My son,” Mrs. Robins goes on, “had $70 
saved up, and he gave it to me immediately He had to. That isn’t right to 
say,” she added, “he wanted to.” The rest Mrs. Robbins borrowed, a little at a 
time, from friends she knew would have some extra money. “It wasn’t easy to 
ask for it though, or to get it. People don’t like to lend money to a sick man. 
They never know when he can pay it back.” 

When Mr. Robins felt he was well enough to come home from the hospital, it 
was up to his wife to get together the money for as much hospitalization as 
she had not yet paid for. “They wouldn't let him out till it was paid, you 
know.” “I was at the hospital early that morning,’ she went on, “because they 
charge you for another day if you aren’t out by 11 o’clock. I had to run to get 
that money in time.” 

After Mrs. Robins had paid for the number of days her hushand was in the 
hospital, she was presented with another bill for medications amounting to 
$57.05. “But I’ve already paid my bill,” she told the cashier. “But what could 
{ do? They said it was for medications and how was I to know if my husband 
had used them? And what does he know about it, being sick the whole time? 
I noticed a full bottle of witch hazel there in his room that morning, and I 
thought I'd mention that to the cashier, but what could she do? She has her 
orders.” Mrs. Robins borrowed again. 

Her son had been carrying the household expenses during this time, ineluding 
the monthly rent of $48. The sense of obligation which prompted Mr. Robins 
to return to work proved a mistake. He left the hospital too soon, and he had 
gone back to work too soon. Five months later he was back in the hospital for 
a second operation and stayed 6 weeks this time. The Robinses had just begun 
to make headway in paying back the money they had borrowed for the father’s 
first operation, and they were still paying the doctor a small amount each 
week, 

This time the surgeon did not charge for the operation, and the Robinses had 
nly to pay for hospitalization. This time Mr. Robins insisted upon and waited 
for a semiprivate room, 

Mrs. Robins says that her husband's union has been working for a group 
sickness plan toward which each employee will contribute S10 a year. “They 
hope to have their own hospital and clinic where the men can go.” 

Her son, who works for the city, belongs to HIP. “My son had pneumonia this 
year, and HIP took care of almost everything but the penicillin shots. My hus- 
band’s doctor wants him to come for a visit every month,” she goes on, “but he 
told him after the operation that from now on he'd charge him $5 a visit,” 


riik LAWSONS AND HIP 


It was after 9 o’clock one Saturday night when the youngest of the Lawson’s 
three daughters developed a fever of 104°. For 6 months the family had belonged 
to the Health Insurance Plan of Greater New York through Mr. Lawson’s employ- 

1ent in the city, but had had no occasion to make use of its services. 

This was why Mrs. Lawson first scurried around the neighborhood in search 
of a physician, but the hour had become late and she failed to find one. Only 


” 


then she thought about HIP; telephoned and “we got a doctor in 15 minutes, 

That's the way it’s always been,” she says, “when I need a doctor now I ean get 
him immediately. It’s worth the money to me.” 

An HIP ear specialist treated the daughter for an abscess, and later when she 
had an infected finger the mother took her to a general practitioner in the HIP 
group. “He said he ‘wouldn't touch it,” and right away sent my daughter to a 
HIP surgeon.” 
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Last New Year’s Eve Mr. Lawson had trouble in his thigh, and went to their 
HIP physician whom the Lawsons had come to call their family doctor. He 
advised surgery, but because of the holiday there was no surgeon availabk 
“George could have waited, I guess,” Mrs. Lawson says, “but it was paining him, 
so when he got home that night he went to a private surgeon in the neighborhood. 
But,” as she put it, “he cut my husband wrong.” When the holiday was over 
Mr. Lawson went again to their HIP doctor who “got a surgeon to fix everything.” 
He not only repaired the incision but arranged the HIV’ to refund the $10 Mr. 
Lawson had paid for the earlier operation. 

For the next month Mr. Lawson needed penicillin once each day and it was 
at this time that Mrs. Lawson found out about the reduction in the cost of drugs 
to be bought at the HIP office, and about the pharmacist there, who makes up 
prescriptions at special rates. She discovered that baby oil was sold at $2.59 
instead of $3.76 which she had been paying at drug stores. 

When Mrs. Lawson had her youngest child the family paid medical bills of 
$136 beyond the $80 allowed for by Blue Cross (the collaborating plan). Mrs 
Lawson explained that this was because her HIP doctor put her in an expensive 
hospital. “But it was worth it,” she adds. Mr. Lawson borrowed $60 from 
his Civil Service Credit Union, chipped in money he had won on a ball game 
and took the rest out of savings earned by odd jobs done in his spare time. “He's 
the thrifty one,’ says Mrs. Lawson. 

Ruth Lawson tries to do right by her children. She is sending one daughter 
to dancing school because she’s so shy and quiet. For another, who stutters 
and is nervous, she wants to get psychiatrie help—which is outside the treatments 
supplied without charge by HIP. She had just spent $22 for fillings for one 
daughter, and said that she herself needed to go to the dentist for plates. So 
she wishes HIP offered dental benefits, too. These she would like to pay for in 
the same way as she pays for hospital and medical services. This she feels she 
could do, as her rent is only $30 a month and she has a weekly budget of $60 on 
which to feed and manage her household of five, and pay for incidentals and 
clothing. 

THOROUGH EXAMINATION 


When Mrs. Healy fell and injured her leg 20 years ago, she was a young 
woman. She rubbed it a little, got up. brushed herself off. and went on about 
her work. The pain did not bother her much and it was almost 15 years later 
when Mrs. Healy's leg began to trouble her again. Her knee swelled up and she 
noticed that her leg was growing crooked. 

The Healy’s did not have much money for medical treatments out of Mr. 
Healy’s $50 a week with four children to support. and none of them old enough 
to work. Mrs. Healy went to a clinie from time to time for treatments for her 
leg, and once went in the city hospital for a week, but there wus never any 
improvement. She finally became resigned to having a crooked leg for the rest of 
her life. , 

During this same year, she began to have stomach trouble. This became so 
serious that Mrs. Healy, who had begun to accept the fact that her leg would 
never be straight again, now forgot about it in the more acute distress, “It 
got so I was in bed more than I was out on the floor.” She finally went to a 
clinic for help for the stomach. X-rays were taken which cost her $27.50, and 
she was told she had ulcers. 

As her condition did not improve she went back from time to time to the 
clinic, as well as to private doctors when she had the money. These latter visits 
cost her $2. If she was too sick to go out, the doctor charged $3 to come to her 
home. In desperation Mrs. Healy once spent $50 for X-rays done in a private 
doctor's office. “My, the weeks | spent paying that off,” she recalls. “I'd give 
the doctor $2 on it every week I could. Sometimes when I was in pain,” she goes 
on, “I'd just stand it, because ny husbund didn’t have the money to pay a doctor.” 
The children were having dental work done at the time and the expenses for 
this took any extra money they had, and, “their teeth seemed more important.” 

This went on until 3 years ago when Mr. Healy joined HIP almost without 
realizing what it meant. He works for the city and the HIP provided that half 
the cost is paid for by the city. “Everybody else was joining,” Mr. Healy says, 
“so I did, too.” It was a while before the Healys got accustomed to the HIP 
and to the idea of being able to call for a doctor free of charge. 

When they did turn to HIP, Mrs. Healy began to receive concentrated atten- 
tion, free X-rays and treatments from “a big man uptown,” as she puts it. “You 
got to make an appointment to see him.” Mrs. Healy had gotten to the point of 
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not being able to eat much, but her specialist put her on a diet and gave her 
pills to take, “some kind of a new drug it is.” A bottle of these costs Mrs. Healy 
$6.50 and they last her only a month. “It’s the price of a pair of shoes, but if I 
bought the shoes instead, I wouldn’t be able to wear them for I wouldn’t be up.” 

The Healy's doctor, in the course of collecting Mrs. Healy’s medical history, 
discovered the condition in her leg which had taken a back seat since her more 
pressing ulcer condition. He referred her to another “big man,” and he treated 

»leg condition. “It’s doin’ me a world of good,” she says. “My leg’s beginnin’ 
to grow right again.” 

In May of last year Mrs. Healy's HIP specialist put her in a hospital for 2 weeks, 

which time fluid was removed from her kneecap and a brace ordered. Al- 
hough Mrs. Healy remembers that she had to sign a slip saying she would pay 
for anesthesia if it were necessary during her stay there, her only actual expense 

as for the brace—S$46.50. 

Aside from the pills for her ulcers, Mrs. Healy’s only additional expense is 
the possible replacement of a metal piece on her shoe, which is attached to the 
race. The cost for this is $5.50. But it will be a long time before she needs 
to buy a new one, meanwhile she is improving so much that she in hopes that 
perhaps one day the brace, shoes, metal piece, and all will be unn ry) 

Mr. Healy and the children have had little occasion to use their medical plan 
except for colds during the past winter. Dut they all agree that the improvement 

\irs. Hiealy’s health has heer { yortl the lone W aw... Vy x her so 
she can eat now,” Mr aly says, “and she’s up and around. You should have 

en her before,” and he sighs 

Senator Leaman. [ think that is a very import: int thing in view of 
the fact that it is claimed that the volunt: ary insurance plans would 
be in themselves suflicient care. 

Miss Hai. That is why I wanted it included, Senator, because I 
felt it pointed out the kind of thing we are trying to show. 


{nother thing that the study shows is that as the family income 


goes down, membership in voluntary plans goes down with it. 

In spite of the inadequacy of the health care many of these fami- 
ies received, altogether they reported expenditures for a year for 
loctors and hospital bills and insurance coverage of $53.899. An 
ulditional $6,519 was spent by them for eve care, making a total of 
s60,418—exclusive of the amounts spent for drugs and dental care. 
In the $20,757 reported for expenditures for drugs alone, we had 
many examples of the eee drug bill, along with the ecatas- 
trophic illness, which can put a family’s budget on the rocks. 

a ith the expensive drugs now available, naturally a family, no mat- 

* how poor they are, are nol rong to let their dear ones clie for 

‘ack ot them. The dr ugs have become il very appreciable drain on 
‘amilies when there is any illness. This is something that is often 
overlooked as a family expense in relation to illness. 

The over all expenditures for dental bills reported DY our group 
ff families was $52,489. Altogether, the year’s cost for medical, 
lental, and drug e xpenses came to 5125.44. To repeat, this evidence 
5 prese nted because the e xper lence of chese families must be t ypleal 
of a very large proportion of en hi sted personne! hose dependents 
he Se bills op shige to protec ce 

They will be drawn from homes where health protection is pre- 
irious and uneven and where serious illness presents economic as well 
is physical hazards. 

Senator Leum AN. These figures ¢ hat you show are not conf fined to 
obstetrical cases ? 

Miss Hawn. No. 

Senator Leaman. Have you any figures with regard to the average 
cost of a maternity case in the same district in which this survey was 
made ? ’ 
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Miss Hatu. No: I have not in that study. 

Senator xs an. Have you any information with regard to that / 

Miss Haty. I do not have any statistical information, Governor 
Lehman. I merely can testify to the continuous discussion by mem- 
bers of our mothers’ clubs of how much it costs to have a baby, so I 
know the fear that surrounds that period of illness. I could probably 
get you current data. Some of the young wives in the last war used 
to discuss the difficulty of getting a doctor at the cost they were 
allowed for maternity care. 

Senator Lenman. It was estimated by one of the witnesses, I believe, 
that in the last war the average immediate cost of a maternity case 
was $100, and that in all probability, in view of the increased cost of 
living and everything else, that cost has probably doubled by this time. 
Have you any information on that ? 

Miss Hau. I think anyone would be very lucky to have a baby and 
have it only cost them $200 today. We should be glad to get some 
specific information on this point. 

Senator Leuman. If you sees any, I would be glad to have that. 

Miss Haux. I would be glad to send you some. 

(The information is as follows :) 


DATA ON THE Cost OF CHILDBIRTH, FROM A Srupy PUBLISHED UNDER THE AUSPICES 
OF THE HELLER COMMITTEE FOR RESEARCH AND SOCIAL ECONOMICS OF THE 
UNIVERSITY OF CALIFORNIA, ENTITLED: “Cost OF MEDICAL CARE, THE EXPEND! 
TURES FOR MEDICAL CARE OF 455 FAMILIES IN THE SAN FRANcIsCcO-Bay AREA, 
1947-48,” By Emity H. HuNTINGTON, PUBLISHED BY THE UNIVERSITY OF 
CALIFORNIA PRESS, BERKELEY AND LoS ANGELES, 1951 


The purpose of this project was to study the expenditures for health care by a 
group of moderate-income wage-earning families in the San Francisco Bay area. 
The 455 families included in this study were a sample of households in which the 
chief breadwinners were employed as milk-wagon drivers, grocery clerks, or 
painters. The study saysin part: 

“During the year that this study was made a child was born in 68 of the 455 
families. The average cost of childbirth was about $245, in contrast with an 
average expenditure of about $120 by those women who received care for other 
reasons. 

“The medical expenditures for childbirth, of course, varied considerably, but 
few were very small. Seventy percent were between $150 and $300, and 14 women, 
20 percent of the group, had bills of $300 or more, half of which were for sums 
between $375 and $550. The payments made by 15 of the 68 women to whom a 
child was born did not cover the full cost of this medical service, because the 
women belonged to prepayment plans or received free care or care at reduced 

rates as a professional courtesy. Most of these women had quite large medica! 
bills in addition to their insurance premiums, half of them over $200, since, on 
the average prepaid care reduced childbirth bills by only $60. Childbirth costs 
were the largest single item of medical expense, not only for those families in 
which a child was born during the year, but also for the group as a whole 
15 percent of the entire medical bill. It ‘must also be remembered that other 
persons in the family might also require costly medical care, and thus total 
medical expenditures might be still further increased to a very large sum. 

“In order to determine the over-all effects of the cost of childbirth on the 
medical expenditures of these families, an analysis may be made of their ex 
penditures with the costs of childbirth subtracted. The average total medical 
expenditures of the entire group of families, exclusive of prepayment premiums, 
was about $220, and if the costs of childbirth were excluded the average became 
about $180. The range of these medical expenditures was, however, again ver) 
wide, from a few dollars to more than $2,000; a large number were small sums, 
but about one family in six had bills for $300 or more. Thus it is obvious that 
it was not childbirth alone which accounted for the large medical expenditures 
It should be mentioned at this point that expenditures for childbirth were not 
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of equal importance in the three groups of families studied. Thirty-three births 
occurred in the families of the clerks, 20 in those of the drivers, and only 15 in 
the painters’ families. Thus the effect of childbirth costs on total medical ex- 
penditures differed in the three groups. The exclusion of these costs reduced the 
average medical expenditures of the clerks’ families by slightly more than 20 
percent, whereas the reduction in the drivers’ and painters’ families was slightly 
less than 15 percent.” 

Miss Harz. Meanwhile, let me call your attention to the recent 

national report to the Joint Committee on the Economic Report, made 
by nine national voluntary organizations, call on together by the Na- 
tional Social Welfare Assembly. This was a case study of 100 fam- 

lies earning less than $2,000 a year. 

The agencies cooperating in the study were the American Associa- 
tion of Social Workers, the Council of Jewish Federations and Wel 
fare Funds, the Family Service Association, the National Child Labor 
Committee, the National Conference of Catholic Charities, the Na- 
tional Federation of Settlements, the National Travelers’ Aid Asso- 
ciation, the National Urban League, and the Salvation Army. Of the 
families studied which these agencies felt were typical of the thou- 
sands with whom they come in daily contact, they say 

Serious illness presents economic problems for all but the well-to-do. When 
it comes to low-income families it must of necessity bear down heavily on 
what they spend for food and clothing. Being beforehand is difficult when 
competition for the household dollar is so acute. In a few cases where circum- 
stances were more favorable, we found families trying to fortify themselves 
against some of the risks of hospitalization and illness through voluntary hos- 
pital plans. At marginal income levels, however, there is small recourse to 
protection of this kind. 

More often, when serious sickness strikes, we find the family trying to cope 
with its overwhelming results by paying small amounts to hospital and doctor 
as money comes in. 

In spite of all that communities spend for medical care in public and private 
hospitals, clinics, and health centers and other agencies, one-third of our 
families that were in debt, owed medical bills. 

To quote further from this report to the Joint Committee on the 
Economic Report : 

We have presented recorded expenses in many of these case stories. What 
s entailed to the families concerned by postponing medical treatment because 
of its anticipated cost is hard to estimate. Clearly they confront two kinds 
of medical needs: those which call for emergency treatment and those which 
can be and are too often postponed until acute pain or disability forces the 
patient to seek help when it may be too late to prevent serious trouble. * * * 

Through it all, this income group undoubtedly share least fully in our great 
advances in preventive medicine. 

We of the National Federation of Settlements urge very strongly 
the passage of bills giving protection to the families of enlisted per- 
sonnel, but we hope very Tmuch that it will be comprehensive protec- 
tion, not piecemeal. May I say again that the wife is important even 
f she is not having a baby, that the children are important even 
they are over 5 years old, and that a man can be pretty harried : 
to what is happening to his mother. 

Se ‘nator LenMAn,. I am going to ask you the same question I asked 
Mrs. Wedel, and other witnesses. Representations have been made 
that Cue for this program-—lI am talking now particulariy of title I 
in my bill, and the Humphrey bill—has not been shown. There is 

ot much question with regard to the number of babies that are to 
be born and the numbers of cases that can be cared for through mili- 
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iary facilities, but throughout this testimony there has been this note 
recurring that need has not been established. Of course, it cannot 
be established statistically. We can at best get only an informed esti- 
mate. But you have come in contact with the situation, not only in 
the city of New York, but in many other parts of the country, for a 
vreat many years. Is it your definite opinion that there is a very 
definite need for governmental assistance, in the case of maternity 
and child care, among enlisted personnel ? 

Miss Hani. Yes, Senator, that ismy opinion. I think you will find 
in talking with every settlement person who works in any low-income 
neighborhood in this country that they will say the same thing. 
Their experience in World War II pointed to the fact that supple- 
mentary care was needed for enlisted men’s dependents and we can 
point to need right now without the extra babies. 

{ would like to comment on the question of whether the funds 
should come from the Federal Government or whether they should 
wait to be matched by the States. I would like to point out that 
intrinsically, every enlisted man serves the Nation. He is not asked 
to fight for New York or North Carolina. He is asked to fight for 
his country. It seems to me that that is where the responsibility lies, 
and that whether his family gets good or mediocre care, no care, or 
partial care should not depend on where he lives in the United States, 
or upon whether he lives in a State that is well-to-do and will match 
Federal funds, or a State that is not so well-to-do and will feel it 
cannot afford to put money into good medical care for dependents 
of enlisted personnel. 

Senator Leuman. I am sure you understand that in both bills 
authority is given to the States which will administer the program 
to enter into arrangements with any of the voluntary insurance pro- 
grams, or directly with the doctors. 

Miss Haun. Yes; I do. 

Senator Leuman. It is my judgment that so far as practicable they 
should work closely with the voluntary nga ance programs, but do 
you feel that any one of them, whether it be the Blue Cross or any 
of the others, would be in a position to take care of all the medic al 
needs that would arise out of maternity and child care ? 

Miss Hau. I do not see that they do it now without the extra needs 
being taken care of, Senator Lehman. We found that the largest 
voluntary plans do not offer the kind of prenatal and after care that is 
essential. 

Senator Leumwan. It has been testified that about 45 or 50 percent 
of the people are covered by some form of voluntary insurance. 
What percentage would you say are adequately covered? That would 
include hospitalization and medical care or group health insurance. 
What percentage would you say / 

Miss Hau. I know that the percentage in my own neighborhood 
where we made this careful study was under 2 percent that were 
covered adequately. That is, the families as well as the wage earners. 
But they could only be cared for if they worked for a firm that took 
out that particular over-all kind of insurance. In New York this 
happens to be the Health Insurance Plan of Greater New York. This 
vas the only plan where the people we interviewed felt that they were 
satisfac ‘torily covered. 
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Senator LenMan. That is group health insurance; is it not? 

Miss Hatt, That is right. That is a scheme of group insurance 
which covers more on hospitalization. It has a hospitalization 
arrangement with the Blue Cross, but it also covers comprehensive 
medical care as well. 

Mr. Metkiesonn. Was the percentage coverage by hospital and 
medical care insurance that you mentioned for the income level of 
$2,000 to $4,000 4 

Miss Hau. ‘The income level in our study was $2,000 to $6,000. As 
[ said, the higher income as a rule springs from more than one wage 
earner, and the higher the income the larger proportion were covered 
with some kind of voluntary insurance. 

Senator Lenman. Thank you very much. 

Miss Haut. There is a chart here which shows just how many are 
covered by what kinds of insurance. 

Senator Lenman. We are very glad to have that. Thank you very 
much. 

Miss Haun. Thank you. 

Senator Lenman. Mr. Lavelle 


STATEMENT OF WILLIAM V. LAVELLE, ASSISTANT DIRECTOR, 
LEGISLATIVE DEPARTMENT, CIO 


Mr. Lavetix. My name is William Lavelle. I am assistant director 
* the ClO legislative department. I have filed a written statement. 
In addition, 1 would like to speak briefly on this legislation. We have 
with us Mr. Pollack from the social-security dep: irtment of the United 
Automobile Workers, CLO, who will talk specifically on the experi- 
ences of his international union with this problem. 

We support generally the principles of both S. 1245 and S. 2387, 
but we prefer S. 2337, because it includes hospital care for dependents 
of servicemen. If we were to make any suggestion with respect to 
S. 2337, we would recommend that the 5-year limitation for medical 
care be removed. Children of older ages become ill also. 

Furthermore, we would like to see the bill extended to provide an 
over-all medical and hospitalization program for dependents of serv- 
icemen. We feel very strongly in our organization th: at in this period 
of emergency—and no one knows how long it is going to last—in this 
fight against Communist aggression, we should not spend all of our 
time and energy thinking only about the production of materials of 
war. We feel ‘strongly that at the same see we need to give further 
consideration to the welfare and well- being of our people. That is 
why, for example, 2 weeks ago we were here testifying in support of 
supplementary unemployment compensation benefits to aid the thou- 
sands of people directly affected by reason of unemployment due to 
unemployment dislocation of certain industries. ‘That is why we will 
be here next week testifying in support of legislation to aid in preven- 
tion of industrial accidents. We feel that, too, is an important part of 
this effort to preserve the well-being and welf: a of our people. That 
is Why we are here today. We are interested in the health and welfare 
of not only men in the armed services, but of their families and depend- 
ents also. 


98358—5 2——_17 
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Let us see who is —— by this legislation. First of all, there i: 
the serviceman himself. I doubt whether you can show by statistics 
the real feeling that a man has as he departs for the armed services, 
leaving behind him a wife and voung children. At the moment he is 
leaving, he feels a real dread. 

There is a genuine concern of what may happen to his wife and 
children. 

From experience he knows how illness may suddenly strike a mem- 
ber of the family. Of all the things he thinks about as he leaves, that 
comprises the greatest concern. For not only will he not be there per- 
sonally, but the funds with which to take care of illness will not be 
there either. Neither the pay he will receive nor the allotment that 
will be sent to his family will suffice. 

You asked one of the representatives of the Defense Department 
this morning about his experiences with respect to the effect of illnes- 
at home on the morale of people in service. Let me say to you, Sena 
tor, from personal experience I can say that illness at home is one of 
the greatest concerns of the men in service. 

I think we have a responsibility here to alleviate that fear and dread 
from the mind of the serviceman. We must let him know as he leaves 
that the people of this Nation have recognized the problem and have 
done what they could to provide his family with adequate protection 
against the ravages of illness. 

Then there is the wife to be considered. Here we have a very pecu- 
liar situation. There are so many thousands of workers today who are 
covered by group insurance and medical-care programs. As a service- 
man leaves home that protection for the family in most instances stops. 
It is too expensive to keep up. Theoretic ally it may seem possible in 
some instances to continue it; practically and actually this is not so. 

Our people over the country tell us that one of the greatest problems 
that they have to deal with in aiding servicemen’s families is in con- 
nection with medical care and medical assistance. They try to explain 
to the wife that there are certain agencies that may be able to give 
some help. But in most instances, “the wife feels th: at she and “the 
children are being left to depend on charity. That is not a good 
situation. Nor should it be nec essary to pile up medical bills that will 
have to be taken care of at a later date. The only alternative is for 
the Government to recognize a responsibility here, and to provide 
adequate medical and hospital care to the servicemen’s dependents. 

There is likewise the child that is involved. Certainly at the time 
of the birth there should be proper medical and hospital care provided. 
We know that there are instances where very special care Is needed, 
and we believe that both the mother and the child are entitled to this 

care. We believe that the child is entitled to regular physical check 
ups during his early life. We believe, moreover, ‘that j in case of illness 
the child is entitled to adequate medical and hospital care. 

Finally, the Nation itself is involved. We talk about health being 
one oa the greatest resources of this Nation. Here is an opportunity) 
to do something constructive to improve the health of our people. 
An ill nation cannot be a dynamic nation. We have here then in 
this legislation an opportunity to render a service to the serviceman, 
to his wife, to his children, and to the entire Nation. 

Thank you. 
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Senator Leaman. Thank you very much, indeed. I understand 
that you wish your prepared statement to be included in the record 
in addition to your remarks. 

Mr. Laveuie. Yes, sir. 

Senator Lenman. That will be done. 

(The statement is as follows:) 


TESTIMONY IN SUPPORT OF S. 1245 AND S 2337 PRESENTED ON BEHALF OF THE CONG- 
RESS OF INDUSTRIAL ORGANIZATIONS BY WILLIAM LAVELLE, ASSISTANT DIRECTOR 
OF THE LEGISLATIVE DEPARTMENT, CIO 


I appreciate greatly this opportunity to testify before the committee, because 
our organization, representing millions of American working people, is deeply 
concerned with the health and welfare problems of the men in our Armed Forces 
and their families. The CIO has asked me to appear on behalf of both S. 1245 
and §. 2337. Because 8. 2837 is a broader and more inclusive measure, our or- 
ganization favors 8. 2837, but is in support of the basic purposes of both 
measures, 

It is on the basic purposes, and the reasons that the CIO supports the intent 
of both measures, that | wish to testify. Our organization looks at this citizen 
army of ours, and sees in it many thousands of young workers who have tem- 
porarily left the tools of production, and have picked up the weapons of war. 
With God’s help, these young men will one day come back to the mills and the 
factories and the mines, and once again use their skills to produce the goods 
of peace. 

Until then we feel a special responsibility to these men. The individual 
unions have shown this responsibility by keeping in constant touch with workers 
in the Armed Forces, by exempting them from dues payment and keeping them 
in good standing with their union, by protecting their accrued seniority, by 
sending them packages and correspondence, by showing a concern with what 
happens to their families while they are away. 

Nearly every union official has been confronted with cases of servicemen’s 
families needing special assistance, and the most prevalent problem has been 
elated to maternity and infant care. 

Technicians can tell you how many Army and Navy hospitals there are. 
They can tell you how many maternity cases have been handled in these hos- 
pitals. They can also tell you how many maternity cases have not been handled 
in these hospitals. ‘They can tell vou of the number of cases that never got to 
these hospitals because of distance and the lack of travel funds. 

But can they tell vou about human misery’ Can their columns and neat 
figures, accurate to the last decimal point, tell you of the suffering and em- 
harrassment experienced by a young mother who does not know where her 
child will be born? 

In our effort to aid our members in the Armed Forces we have come to know 
this suffering. We have explained to these young mothers that we would help 
them, that there were community agencies which would help—agencies with 
which we have developed a close working relationship. We told these young 
uothers that this was not charity. That some of these agencies were tax- 
supported. That others were supported by voluntary contributions, and were to 
be used as a right. 

The answer is a hurt look. A look of shame and despair. 

And why should they feel this shame and despair? Why’? Because they bear 
he children of the men who fight and die for our way of life? 

That is your question to answer 

And what about the soldier in Korea? What does he think? Again, we have 
eason to know because our unions have encouraged correspondence between 
the men on the production line and the men on the fighting line. And many 

mes we have received bitter letters from our soldiers wanting to know why 

rovision was not made for maternal care for their wives, and infant care for 
eir children. There is bafflement in these letters, and anger, and worst of 

. between the lines we see a loss of faith. 

rhese servicemen we are in touch with, you must remember, were workers and 

embers of our unions, and they, with the majority of union members, were 
overed by some form of group insurance policy. They were covered by such 
ans as Blue Cross, White Cross, Blue Shield or by a commercial insurance policy 

hich provided certain payments in the case of childbirth or sickness. Roughly 
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about 75 percent of normal obsterical fees and hospital care for the wife are paid 
for by policies which cover workers under the terms of the union contract at 
their places of employment. 

But now we hear from the worker who has taken up arms for his country, 
from the citizen-soldier who, with his life, protects our homes. And he is not 
covered. His wife and dependents are usually left without any protection what 
ever. 

Now I have been talking mainly about the worker, the union member, who 
is in the Armed Forces. That is because our experience has been mostly with 
this group. But I speak today, not only for this group, but on behalf of all of 
our servicemen who look to us—all of us—for the protection and care of their 
loved ones. 

The CLO has always been concerned with the lot of the serviceman. During 
World War II, the National CIO Community Services Committee was formed, 
and one of its mandates from the CIO membership was to “bring aid and com- 
fort to the members of our Armed Forces.” The committee even now is run- 
ning a campaign for Korea and thousands of dollars worth of comfort packages 
are being sent to Gl’s and are being distributed by the chaplains of all faiths 
in the battle lines of Korea. These packages are not earmarked for union mem- 
bers, but are being distributed generally. 

This same CIO committee reflects our organization’s interest in the health 
and welfare of the community at large. In the latest publication of the Na- 
tional CLIO Community Services Committee, Action! For a Better Community, 
CIO President Philip Murray states, “We of the CIO long ago determined that 
if we worked only in the sphere of wages and hours, we would only be half ef- 
fective. The philosophy of the CIO has never been a narrow one, directed 
solely at its own membership. CIO has always cherished the larger philosophy 
of bringing benefits to the entire community.” 

Certainly the serviceman, wherever he may travel, is part of our American 
community. Certainly as he protects our families, he has a right to protection 
for his own family. ‘lo do less for him would make us guilty of gross neglect 
and injustice. 

And so, in a spirit of justice, and in a spirit of supporting the rights of a 
group of American soldier-citizens, we of the CIO are glad to support 8. 1245 
and S. 2837 before you and we most earnestly request that you and Congress as 
a whole give them your full consideration and backing. 

Senator Lenman. Mr. Jerome Pollack. How long is your state- 
ment, Mr. Pollack ? 

Mr. Potiack. About 20 minutes, I believe. 

Senator Lenman. I am going to have to ask you to place as much 
in the record as you can, because I have to adjourn this hearing by 
12 o’clock. I unfortunately have to be on the floor. 

Mr. Pouiack. I will try to comply with that, Senator. 

Senator Lruman. Is Mr. Dollar present ? 

Mr. Douuar. Yes, sir. 

Senator Leuman. Have you a statement ! 

Mr. Dotuar. Yes, I do. 

Senator Lruman. Will you at the proper time place it in the record ? 

Mr. Dotuar. Surely. 

Senator Lenaan. Th: ink you very much. I am sorry but I will 
have to adjourn this hearing at 12 o’clock, because I have to be on 
the floor. 


STATEMENT OF JEROME POLLACK, SOCIAL SECURITY DEPART- 
MENT, UNITED AUTO WORKERS OF AMERICA, CIO 


Mr. Potnack. Senator Lehman, my name is Jerome Pollack. | 
serve as consultant in the social- security department of the United 
Automobile Workers of America, CIO, with headquarters in Detroit, 
Mich., representing 114 million aircraft, agricultural implement, and 
auto workers. 
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Senator Lenman. Have you a prepared statement ? 

Mr. Potxack. I have been assembling material for this testimony 
within the last several days and that prevented my getting a prepared 
statement. 

I am grateful for the opportunity to appear before you to present 
the opinion of the UAW-CIO on legislation to assure provision for 
maternity and infant care for wives and infants, and hospital care for 
dependents, of enlisted members of the Armed Forces. 

The UAW-CIO supports wholeheartedly the fight against Com- 
munist aggression and has long campaigned for a healthy and strong 
democracy as the best final answer to communism. The UAW recog- 
nizes the ‘public purpose of this legislation, supports it in principle, 
and urges its prompt enactment. 

Servicemen’s income and family allotments meet only subsistence 
needs. They are not large enough to permit the families to purchase 
prepaid protection or otherwise to meet the needs as they arise. With- 
out prepaid protection, 1 week’s stay in a hospital would normally 
wipe out the entire family allotment for a einai month. In the course 
of a year as many as 15 to 14 percent of UAW members’ dependents 
go to hospitals and incur an average bill that would consume a whole 
month’s allotment for a family in the service. 

Today we have heard the estimate that this year there will be about 
125,000 births among servicemen’s families for which military per- 
sonnel and facilities will not be able to provide care. According to 
our experience, this would mean that between 750,000 and 1,000,000 
wives and children would probably face the need for er alization in 
the course of that vear for all causes. If the average bill wipes out a 
month’s allotment, what will happen when the bill is above average. 
[f the wife of a serviceman is required to stay in the hospital for 100 
days—the bill would probably consume the entire serviceman’s pay 
plus family allotments for a vear and a half. Drugs alone in a case 
of this type might absorb over 6 months of the full family allotment. 

When illness strikes, it draws upon limited funds which are then 
not available for subsistence. 

The UAW-CILO’s early interest in this problem is expressed in a 
letter written to Senator Lehman on February 1, 1951, by President 
Walter P. Reuther. 

We were concerned over the threatened loss of hospital medical 
protection by the families of its members entering the service during 
the present emergency. President Reuther set forth the general pol- 
cy of the UAW on legislation to provide health-security protection 
for servic emen’ s families. Our testimony today is intended to amplify 
the union’s position in relation to the specific legislation here under 
consideration. 

Failure to provide maternity and infant care and hospitalization 
protection for servicemen’s fi amilies in the present emergency imperils 
the great progress that has been made in pa ing infant and maternal 
mortality and in building the general health security of the Nation. 
Without prepaid protec tion, servicemen’s families face either the dis- 
tress and degradation of having to ask for charity or serious neglect 
and impairment of their health. 

The experience of the UAW- CIO and other unions in developing 
health-security programs through collective bargaining covering many 
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millions of people has a direct bearing on the justificaton, need for, 
and feasibility of the Lehman bill. Unions have found that healt) 
security is a matter of basic concern to the worker and his family. 
Health security has never really been a fringe issue. The concern of 
workers to have their health needs met has been demonstrated in their 
willingness to forego wage increases, to agree to deductions from their 
pay, and to strike, 1f need be, in order to secure a satisfactory measure 
of protection for themselves and their families. The phenomenal 
growth of voluntary health-insurance plans is an unmistakable sign 
of the determination of working people in America to secure protec- 
tion as a matter of right against unpredictable health costs. 

Che number of people with prepaid protection against the cost of 
hospital care rose from less than 6 million in 1939 to an estimated 7) 
million at the end of 1950. Under collective-bargaining agreements 
with employers sharing the cost of health security, prepaid hospital- 
medical protection in varying amounts was brought within the reach 
of vast numbers of employees for the first time. Employee benefit 
plans in the past with very limited resources very often restricted 
their coverage to the employee only. Under collective bargaining the 
emphasis has changed to that of providing equal protection for de 
pendents. ‘Thus in a period of 3 years, some 6 million employees and 
over 12 million dependents were newly enrolled for group-hospital: 
zation protection largely under negotiated health-insurance plans— 
an unprecedented expansion of family health security. 

The UAW-CIO has found that the concern of employees is the 
area of health. The emphasis has shifted from such coverages as life 
insurance and earlier plans to hospital and medical protection. The 
union has also found that the concern of the worker is not primarily 
to secure benefits for himself, but protection for his wife and children. 

We have had extensive experience with this problem. Since the 
middle of 1948, UAW-CIO has negotiated prepaid hospital medical 
protection covering over 3 million ‘members and their dependents— 
more than a million workers and 2 million dependents. The extent 
and significance of this development has not been fully recognized 
partly because of the focus of public attention at the time on the de 
velopment of pension plans. It should be known, however, that bene- 
fits paid in 1951 under health aocranty programs negotiated by the 
UAW-CI1O amounted to more than $125,000,000. Of this total $50, 
000,000 was paid for hospital services and $23,000,000 for physicians’ 
services, a total of $75, 000,000, as against $52,000,000 for cash income 
maintenance and life insurance benefits. 

It is especially relevant to this legislation which you are considering 
that the overwhelming proportion “of hospital medical benefits under 
UAW-CIO programs is for care rendered to workers’ dependents. 
Nearly four out of every five hospital admissions and surgieal pro 
cedures covered under these programs have involved dependents. hi 
1951, more than 65,000 maternity benefits were provided, an average 
of 175 babies delivered each day. In addition to the hospital bills, 
about $2,500,000 in benefits were provided for obstetrical services 
alone. 

The dependents of our members stand to lose these benefits whe) 
their husbands and fathers are called into service. We are asking 
that they should not have less health security under Government 
service than when they were employed in civilian life. 
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We are fully aware that existing programs fall short of adequately 
meeting the needs of workers for comprehet nsive health security. We 
also believe that all Americans need comprehensive hospital-medical 
protection. The UAW-CIO and the CIO have long called for the 
enactment of a sg age program of prepaid health protection for all 
Americans. Under existing programs while the standard for hos- 
pitalization has gener: mally been satisfactor y, with some exceptions, the 
arrangements for medical care have not been : satisfactory. A very 
large portion of the 3,000,000 people covered under U AW-CIO pro- 
grams are entitled to full payment of hospital care. On the other 
hand, the union has as yet been unable to insure full payment of med- 
ical and surgical care on a prepaid basis. 

A serious deficienc y of these plans is that the workers remain pro- 
(ected only while they remain employed. When a worker is laid off,. 
retires, or otherwise is separated from a group, the protection that 
his family has under the program very soon expires. When a UAW- 
CIO member enters military service, his protection under the plari 
comes to an end within 30 to 60 days. Under commercial group in- 
surance plans, there is generally no provision for conversion to indi- 
vidual health-insurance policies. Under Blue Cross and Blue Shield 
plans, which cover a majority of UAW-CIO members, the service- 
man is usually allowed to continue the protection for his family on an 
individual basis. Although the right to continue protection is made 
available, the duration of benefits is usually reduced. Restrictions 
are often placed on the amounts payable for ancillary hospital serv- 
ices, such as drugs, laboratory services, X-rays, and so forth, or the 
amount payable for the room accommodations is reduced. Maternity 
benefits are especially curtailed. Furthermore the premiums for cov- 
erage on an individual basis are often not only substantially increased, 

but they must also be paid for 13 months in advance. 

When employed, a typical auto worker in Michigan pays one-half 
of the Blue Cross or Blue Shield hospital medical premiums. His 
monthly income averages about $328 out of which he pays $4.40 
monthly for family coverage while the employer contributes the 
other half. On entering the service with his income ver y likely cut 
in half, his family must pay $10.25 per month, and advance a qui arterly 
premium of $30.75 in order to have continued health security protec- 
tion at a curtailed level. 

The combined result of the loss of income from his job, cessation 
of the employer’s contributions to the premium, increased premium 
cost, the requirement of quarterly premiums, the decreased level of 
protection and the general confusion and disruption of home life at 
the time of induction, result in widespread abandonment of prepaid 
protection. 

Unless this legislation is passed, families of many thousands of 
workers will lose protection which has been won through collective 
bargaining by UAW-CIO and other unions. There can be no ques- 
tion as to the need of servicemen’s dependents for continued health 
security protection; it is fully as great as, if not greater than, when 
the worker was at home prior to enter ing the service. And this pro- 
tection is equally needed by the de pendents of all servicemen whether 
they come from the UAW-CIO or not. 
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The problems created by servicemen’s families in need of health care 
tend to be unevenly distributed. They are likely to fall upon certain 
communities which also have to meet related problems in housing, 
recreation, and in fact the total problem of absorbing great increases 
in the number of servicemen and families. The influx of a sizable 
group of people who cannot afford hospital medical care tends to 
lower the health standards for the whole community. 

On September 11, 1950, the union’s international executive board, 
observing that UAW members were in fact losing their health-secu- 
rity protection as they went into the armed services, adopted a policy 
that there be inserted, in collective-bargaining agreements negotiated 
by the union, clauses providing for the continuation of hospital medical 
protection for the dependents of servicemen. The union recognized 
the need for a uniform treatment of this problem, such as the Lehman 
bill would provide. However, since there was then no assurance 
that legislation would be passed, our executive board recommended 
that negotiations be undertaken for such protection. 

Accordingly, local unions of the UA W-CIO began to make demands 
in collective bargaining for employers to continue health protection 
for the dependents of servicemen on the same basis as for employed 
workers. This was one of the basic demands made in the dispute 
with 18 copper and brass companies which was certified by the Presi- 
dent of the United States to the Wage Stabilization Board. <A strike 
by the union was scheduled to start against all of the companies in- 
volved; but, at the Board’s request, the union postponed the strike 
action pending consideration by the Board. 

The case was heard by a fact-finding panel of the Board, but the 
panel took no action on the union’s demand for protection of service- 
men’s dependents. 

Obstacles to successful negotiation of this issue are formidable. 
Employers point to the uncertainty as to the duration of the emer- 

ency and the potential number of dependents for whom they might 
Sistas liable during the course of it, and they question the propriety 
of employer responsibility for the cost of protection to servicemen’s 
dependents. That is why we are here seeking a remedy. 

The need for an organized and dependable program which assures 
continuous protection for the dependents of all servicemen is illus- 
trated by a number of cases that we have. 

Perhaps I could submit for insertion at this time a sample case 
that we have. 

Senator Lenman. We would be very glad indeed if you would. 

(The information is as follows :) 

Mr. A. G., of Detroit, recently appealed to the veterans’ department of the 
UAW for help. Mrs. G. wrote to the department : 

“Several weeks before our second child was born my husband was recalled 
to active duty, leaving us with no income and without funds to meet my ex- 
pectant confinement. I then turned to the American Red Cross for aid, but was 
refused any help and was told, inasmuch as we are not at war, there were no 
provisions made to take care of cases such as mine. * * * After many calls, 
however, they advised me to ask for a form to fill out upon entering the hospital 
at the time of my confinement, and they’d send out an investigator and would 
handle the hospital bill for me. We did this, but the hospital had no form and 
had never heard of anything like it. I finally was forced to borrow the money 
from relatives. 


| 
{ 
; 
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My pregnancy was with complications, and my doctor wired for my hus- 
band’s return. Since then my husband has filed an application for a discharge, 
elaiming hardship.” 

The Lehman bill would have met this problem. 

Mr. Poutack. The UAW-CIO veterans’ department has found 
that, among the requests it handles for discharges from the service on 
grounds of hardship, hospital and medical problems of dependents 

comprise a principal contributing factor, and sometimes comprise 
the primary cause. Indications are that the experience of other 
agencies supports this finding. 

The Community Information Service, a referral center for health 
and welfare services, has reported that about one-half of the re- 
quests which it receives for information concern de »pendents’ hospital 
and medical needs. The home-service department of the Detroit 
Chapter of the American Red Cross has reported 250 to 300 requests 
monthly for help for servicemen’s wives concerning hospital and 
medical problems, and 95 to 225 requests involv ing children. 

A typical case is that of Mrs. M. L. H.. Detroit. a wife of a 
former employee of the Detroit Street Rai oe ays, who reports that 
she is expecting a maternity confinement. She still owes $55 to the 
hospital for a previous confinement. She has a daughter requiring 
immediate surgical care, and thereafter possibly an expensive opera- 
tion on her eyes. She has spent a substantial amount of her limited 
funds for doctors and medicine. She, too, has claimed hardship and 
is requesting discharge of her husband. 

Problems of this sort can only be met through prepayment. Eqniv- 
alent expenditures for family allowances would not solve them be- 
cause the cost of illness is distributed unequally. 

Despite urgent need, many families are unwilling to apply for 
welfare and unwilling to go to the humiliation of a means test to get 
medical care. That is why some of the people are not reflected in the 
statistics that may be compiled. 

The Detroit Red Cross, for example, reports the case of a service- 
man’s wife who had been receiving prenatal care in an Army installa- 
tion prior to returning to Detroit 1 month before her baby was to be 
delivered. 

Senator Lehman, you inquired earlier about cases where service- 
men’s dependents migrate. Servicemen’s dependents are a mobile 
group, and this problem is illustrated by cases of this sort. This 
woman refused to apply to the department of social welfare for 
charity. Her stepfather withdrew his savings and paid for the hos- 
pital and medical care. She has been unable to repay the loan, and has 
friction in her home, but cases like this do not get counted in the 
statistical records, because the woman refused to go to relief agencies, 

Certainly it is unjust to require families who have clearly demon- 
strated their aversion to charity by subscribing in unexpected and un- 
precedented numbers to health-insurance plans to submit to the means 
test while they are in the service. Nevertheless, servicemen’s families 
are being forced to resort to charity or forego needed medical atten- 
tion with consequent damage to their health. 

Senator Lenman. I do not want to hurry you. I want to give you 
as much time as you want. As TI said, I have to gotothe floor. I want 
to make some insertions at the beginning of the session. If you want 
to continue, I can come back in 10 or 15 minutes, and then give you and 
Mr. Dollar an opportunity to be heard. 
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Mr. Potiack. We would much rather continue later. 

Senator Lenman. I will try to come back in 15 minutes, about 
quarter past, for another 15 minutes. 

Mr. Poxxack. I will take only 5 minutes more, thank you very much. 

Senator Lenman. I certainly do not want to shut off you, either, 
Mr. Dollar. In addition to presenting your statement, if you wish 
to add anything, I shall certainly give you an opportunity. 

Mr. Dotuar. Thank you, Senator. 

Senator Lenman. I will come back as soon as I can. 

(Short recess. ) 

Senator LeHman. Will you continue, Mr. Pollack? 

Mr. Potzack. An important factor in the progress which has been 
made in reducing maternal mortality was the EMIC program estab- 
lished during the war. 

Let me cite an example of the need for infant care which was re- 
ported to us by the Red Cross of a serviceman’s 1-year-old baby who 
became ill-but whose mother did not call a doctor because she was 
unable to pay for the necessary medical care. Two days later this 
baby was taken to a hospital on an emergency basis. The damage at 
that point was irreparable and the baby died. Whether death could 
have been avoided is of course unknown. But the fact is that the 
Lehman bill would have made earlier medical attention possible in 
this case. 

It is difficult to measure the extent of medical neglect which arises 
because Congress has not yet resumed the emergency maternity and 
infant care program as in World War II. 

Mr. Poitxack. The neglect which occurs is generally not reflected 
in the statistics, but serious medical neglect does occur and is indicated 
by such cases as that reported by the Red Cross of a serviceman’s child 
who was struck in the eye about a year ago. A cataract is now form- 
ing intheeye. The child should be receiving constant medical atten- 
tion. However, because the mother is unable to pay for medical care, 
the child is receiving only sporadic attention. The Red Cross ex- 
pressed concern that the cataract may spread to the other eye. The 
medica] care needed in this case would be available to the child under 
the Lehman bill. 

Certainly the factors which required the enactment of EMIC during 
World War II call for its continuance in the present emergency. The 
UAW-CIO, therefore, supports the reactivation of a program of 
maternity and infant care along the lines of the Lehman and Hum- 
phrey bills now before this committee. 

In support of the hospitalization plan of the Lehman bill, UAW- 
CIO experience may again be cited. The UAW set out to provide 
for full payment hospitalization protection. We have found that full 
payment of the hospital bill is the only satisfactory standard of hos- 

italization protection and that its provision is entirely practicable. 
enien the wide geographic disperson of UAW-CIO members and 
their families—in some multiplant corporations over as many as 30 
States—and the large number of arrangements that were needed to 
provide this coverage, we have in general succeeded in providing for 
full payment of hospital care. The framework exists to provide such 
hospital protection in many areas and arrangements can be developed 
for the provision of such protection throughout the Nation. On the 
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basis of our experience, we believe that the proposed advisory councils 
in conjunction with the State health agencies would be able to develop 
satisfactory arrangements. 

In his letter President Reuther proposed comprehensive medical 
care as an integral part of the protection needed by the dependents of 
servicemen. The justification for stich care is evidently as great as 
that for ae. We believe that medical care should not be 
omitted, although we appreciate the considerations which may have 
prompted Senator Lehman to limit title IT of his bill to hospitalization. 

We presume that the obstacle is the cash-indemnity approach which 
prevails. Under cash-indemnity arrangements, only a part of the 
ete s bill is paid. Full payment, where it occurs, is generally for 

vatment of the less costly illnesses. Where the condition requires 
sananebte care, such plans leave uncovered that part of the risk which 
most urgently requires attention. 

We believe that more effective arrangements can be developed 
through objective analysis of the problems involved by voluntary 
organizations, public agencies, and the professional groups who have 
responsibility for the provision of the services. We have seen the 

validity of this approach in our collective-bargaining programs. If 
workable arrangements cannot be de veloped before the Lehman bill 
passes, then the national advisory committee established under title IT 
should be empowered to investigate the means whereby satisfactory 
medical care would be included under the program and to report back 
to the Congress on how it can be accomplished. 

Senator Lenman. Thank you very much. I hope I did not hurry 
you. Iwas very much interested in what you said. 

Mr. Potnack. Just one more point. I omitted a number of points 
about our programs that I had intended to present to the committee. 
Some of them are described in the article in the February Auto Worker 
that we have submitted. 

Senator Lenman. We will keep the record open for a little while, 
and if you wish to submit a supplementary statement we will be very 
glad indeed to receive it. 

Mr. Potiack. Thank you. 

Senator Lenman. Mr. Dollar. 


STATEMENT OF MELVIN L. DOLLAR, LEGISLATIVE REPRESENTA- 
TIVE, COOPERATIVE HEALTH FEDERATION 


Mr. Dotxar. Senator Lehman, I am Melvin L. Dollar, member of 
the board of trustees and legislative representative for the Coopera- 
tive Health Federation of America. I am also executive director of 
Group Health Association of Washington, D. C. However, I am 
speaking for the Cooperative Health F ‘ederation tod: ay. 

The statement that I shall give may be considered a joint statement 
by Mr. Jerry Voorhis, the executive secretary of the Cooperative 
Health Feder ation, and myself, speaking for our organization. 

This testimony is in favor of the legislation pending before this 
committee, and is delivered in the general public interest, and spe- 
cifically in the interest of justice to the men in our Armed For ces, 
on behalf of the ¢ ‘ooperative Health Federation of America. 

The CHFA, as it is popularly known, is a national association of 
voluntary prepayment group health plans, which provide comprehen- 
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sive medical care to their members and subscribers, and these organi- 
zations have grown up out of the initiative of the members and sub- 
scribers who have or ganized these agencies. The Cooperative Health 
Federation has a total membership of 750,000 persons, all of them 
served by the individual local plans which make up the organization, 
CHFA, the C ooperative Health Federation. 

There are certain young men in our society who are being selected 
to risk, and sometimes give, their lives in the defense of the whole 
society. Their stake in the future of our country and the future of 
human freedom in the world is no greater than that of those of us 
who remain safely at home. From a moral viewpoint, and in the 
eves of justice there is absolutely no limit to the debt we owe to these 
men, nor to our obligation to discharge that debt as fully and as freely 
as we can. If we could ask them what one thing they desire us to put 
first in attempting to discharge our debt, the overwhelming major ity 
of them would, we feel certain, reply, “Be sure our wives and children 
and dependents are all right.” 

To lift that worry from a soldier’s mind is a No. 1 minimum obli- 
gation we have to discharge, and the time of all times when this obliga- 
tion is most crucial is at the time when the soldier's bi iby is being born, 
or when his dependents become so ill as to require hospital care. 

The point has been made in testimony previously presented on this 
bill that to provide maternity benefits to the wives of servicemen and 
pediatric care to their children represents a kind of paternalism. It 
will point out further that the provision of this minimum assistance 
was Inconsistent with the fight for free enterprise these men in the 
service are waging. It must be kept in mind that the necessities of 
war have forced us to remove temporarily these very men from the 
free-enterprise system. We have removed them from competition for 
a livelihood and for a place in the wor ld of business by an act of law. 
We have no choice if our free system is to survive but to deny these 
men the benefits and privileges of free choice of occupation and the 
right to bargain for their incomes. As long as the world conflict ne- 
cessitates this curtailment of the rights of millions of our young men, 
we cannot refer to the efforts we are making to reduce the sacrifice 
these men and their families make as paternalism. 

While they are serving their country, we can not say that to assure 
their wives and children medical care and hospital care is an encroach- 
ment on free enterprise. If the benefits provided in this bill are pa- 
ternalism, then the Army chow line should be labeled as a charity soup 
line, and our men should be expected to forage for their meals. The 
logic is the same. 

Opinions pro and con have been presented on the need of the pro- 
gram. Evidences have been presented to support both positions. 
Our position is that two very simple facts cut through the statistical 
fog and establish beyond a doubt the need for a program. These 
are, first, the amount of the family benefits allowed the families of men 
in the service, and second, the high cost of living with which all of us 
are so familiar. It is obvious without detailed ‘study that the family 
allowances are hardly adequate to meet the day to day costs of living. 
Any major medical expenditure ¢ an come only either from the savings 
of the family, or as a result of the family going into debt, or from 
charity. 
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We believe that we have asked sacrifice enough from our servicemen 
without asking them to go into debt to meet costs which doubtless 
they could have met from their ear nings had they not been called into 
the service of their country. The concept of charity for the families 
of owr servicemen is repugnant. We owe them, we feel, security, 
Senator, and not charity. 

This legislation is neither new nor untried. There was similar 
legislation in effect during World War IT, and this legislation had en- 
thusiastic support of both the |: ay public, and we believe the major part 
of the medical profession when it was in operation. It was the uni- 
versal testimony of the people who came in contact with the program 
that it was one of the best morale builders among men in the armed 
services that we had at that time. 

I happen to have had the privilege during World War II of making 
a first-hand study of the operation of the emergency maternal and 
child-care plan. In connection with this study, TI talked with about 
200 participating physicians that were scatte red all over the country. 
{lmost without exception I found that these physicians spoke highly 
of the purpose and the accomplishments of the program. Most of 
them would like to have been better paid for their services and I sus- 
pect that all of them would like to have been relieved from any kind 
of paper work in connection with the program. However, the con- 
sensus was that the program provided a systematic means of providing 
care to a group that otherwise would have had great difficulty in 
most. cases in arranging for and certainly in paying for adequate 
obstetrical and pediatric care. 

One very important provision of the legislation is the provision tor 
funds to set up the administrative machinery for the program in 
advance of opening of the service. The biggest single error in the 
previous program, in my opinion, was the ‘failure to provide for a 
period of preparation. The administration of the program was 
swamped in many areas, with demands for care and payment of 
benefits, before they were prepared to do so. Asa result, the adminis- 
tration in many States was bogged down before it started, and with 
this bad start many months were required to straighten out the prob- 
lems that arose. The result was dissatisfaction on the part of the 
physicians, the hospitals, the patient, and those administering the 
program. This serious error should not be allowed to recur. 

We observed that in the pending legislation improvement is made 
over the first emergency maternity and child care program in that the 
care for infants of servicemen is extended up to age 5. We feel that 
this is an improvement. However, we would urge that the benefits be 
expanded further to include all dependent children. The need for 
medical care does not terminate, obviously, at age 5. 

Now, if the Cooperative a Federation of America, which I 
represent, did not firmly believe in the fundamental value and im- 
portance of the typically eatibat method of meeting problems by 
the voluntary actions of the group of people facing these problems, 
and if we did not believe that generally speaking “when people act 
voluntarily in this manner they are likely to solve their problems bet- 
ter than any outside agency can do it for them, I would conclude the 
testimony at this point. But we do believe these things, and therefore, 
Senator, we want to present a point of view for securing the best pos- 
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sible care for the wives of servicemen. We want to be certain that the 
voluntary plans set up by the people’s own initiative—— 

Senator Lenman. That is a quorum call. I wonder if it would be 
agreeable to you to place the balance of your statement in the record 
without reading it. 

Mr. Dotuar. Surely. 

(‘The statement is as follows :) 


FurRTHER STATEMENT BY COOPERATIVE HEALTH FEDERATION ON S. 1245 anp S. 2337 


The Cooperative Health Federation wants to be certain that the voluntary 
plans set up by the people’s own initiative will be able fully to participate in the 
very important services provided for in this bll. 

Generally speakng we believe it is made plain in the legislation that it will be 
the intent of Congress for such voluntary plans to so participate. But we believe 
this intent will be clearer and strengthened if certain simple amendments are 
made. All of them have the same purpose—namely, to make sure that fullest 
practicable use is made of the services of voluntary group health plans. I believe 
the language of the amendments will speak for itself in this connection. 

We would propose a minor change in language on page 2, line 11 where we 
would propose instead of the words “administration of” that the words “or provi- 
sion of services under” be inserted. Exactly the same amendment should, we 
believe, be made on page 3, line 7 and on page 10, line 14. The obvious purpose of 
these amendments is to make it clear that the language of the bill does not mean 
administering the plan in the narrow sense of the word, but in the broader 
sense of providing services under it. We expect that this is implicit in the 
language as it stands. But we think the committee would want it to be explicit 
as well. 

The actual administration of the program, the disbursement of Government 
funds, and the control of policy we believe should remain in the hands of the 
agency representing the people paying the bill, the Government, State and Fed- 
eral. There is no room, we believe, for selected private agencies to perform 
these functions which obviously are functions of Government. 

The other amendment we wish to propose comes on page 4, line 15, and would 
strike out the word “or” and insert in lieu thereof a comma before the word 
“institution” and then insert, after the word “institution” a comma and the 
words “or voluntary, nonprofit organization.” We believe the same amendment 
should be made on page 11, line 17, after the word “institution” at the very end 
of the line. 

We could proceed at length, Mr. Chairman and gentlemen of the committee, 
to give chapter and verse and specific-instance arguments for the legislation 
before you. We believe, however, that it is evidently just and right and so clearly 
urgent that we can better be of service by simply begging the committee to 
proceed with as much dispatch as possible to report the legislation favorably to 
the Senate floor. 


Senator LrenMan. I wish to place in the record certain communica- 
tions and telegrams—from the greater Los Angeles CIO council, 
a letter from Dr. Russell A. Nelson, of Wichita, Kans., a resolution 
from the General Federation of Women’s Clubs—supporting the 
principle of the two bills. 

(The documents referred to are as follows :) 


Los ANGELES, Cauir., March 12, 1952. 


Hon. HERBERT LEHMAN, 
Senate Office Building: 

The greater Los Angeles CLO Council, representing more than 100,000 members 
in this area, urge that you support S. 2337 and work toward getting action on 
this bill at earliest possible date. We feel this legislation is essential in justice 
to our military personnel 


ALBERT T, LUNCEFORD, 
Secretary-Treasurer, Greater Los 
Angeles CIO Council. 
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Wicuira, Kans., March 1, 1952. 
Hon. Huserr H. HUMPHREY, 


Senator from Minnesota, Washington, D. C. 

Dear Sir: I recently received a notice that hearings were again to be held on 
some form of an EMIC program. Speaking as an individual doctor, there 
certainly would be no objection to this type of care, insofar as maternity and 
infant children are concerned. Most of the men in general practice at the 
present are very pleased with the voluntary health plans under present operation, 
such as Blue Cross and Blue Shield. 

I am certain that a new agency cannot be set up at the present to compete with 
the administrative cost of handling such a program. Low figures can definitely 
be quoted by the FSA Children’s Bureau as to the portion of the funds which 
were used in the last war for the administrating of this. However, do not 
forget that a great deal of the burden was shared by State county health depart- 
ments insofar as administration of the program itself was concerned. The 
present Blue Shield program in most States embraces a high percentage of 
practicing physicians who are obligated by their contracts to accept Blue Shield 
patients. Under the stipulations of the Blue Shield program, many of these 
men, pediatricians in our own city, have already expressed the fact that they 
would not have time to give to the EMIC cases, as such, and would not care to, 
because of the transient character of many of the personnel, especially those 
attached to Army Air bases nearby. If, however, these cases were attached to 
the Blue Shield program these men would be under obligation, and would have 
to accept these cases, and treat them as their very own 

The same type of thing applies to hospitals, als« Where many of the m 
might refuse the EMIC cases because of better charge which they might obtain 
from other patients, they would be obliged to accept these patients under the 
same set of rules if they were handled through the Blue Cross set-up in each 
individual State. Unfortunately, I know that such a plan cannot be Nation- 
wide, since Blue Cross and Blue Shield are not well advan el in some of the 
States. However, in those States where it is well advanced, I think that this type 
of a program should certainly be kept in mind. 

Yours truly, 
R. A. NeELson, M. D. 


STATEMENT OF THE GENERAL FEDERATION OF WOMEN’S CLUBS Retative To 8S. 1245 
AND S. 2337 PRESENTED BY Mrs. C. D. Wrigut, CHAIRMAN, LEGISLATION DEPART- 
MENT, FOR INCLUSION IN THE HEARING OF THE SENATE COMMITTEE ON LABOR 
AND Pustic WELFARE 


The General Federation of Women’s Clubs is the largest organization of its 
kind in the world It has within the United States a membership of over 54% 
million women and 780,000 voting members 

It is interested in the above bills which will provide maternity, infant, and 
hospital care to dependents of serviceme! We understand these proposals are 
similar to the EMIC program of World War II, which the General Federation of 
Women’s Clubs supported. 

While it is not the policy of the General Federation of Women’s Clubs to 
support specific bills, we feel that under our resolutions pertaining to veterans 
and health we are at liberty to endorse the principles of the legislation. 

We, therefore, hope that your committee will give favorable consideration to 
legislation which will provide maternity, infant, and hospital care for service- 
men’s dependents. 


Senator Lenman. I also wish to state that we will keep the record 
open for a period of 10 days from today so as to give opportunity - 
the filing of any supplemental materi: al. We would be very glad i 
deed to receive any supplemental material that any organization or 
individual may wish to file. 

I want to thank you all for coming here. This hearing, which has 
lasted for a full week has, I think, been very interesting and I appre- 
ciate your presence. 

The hearing now stands adjourned. 

(At 12:27 p. m. the hearings were recessed subject to call of the 
chairman.) 
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THURSDAY, APRIL 10, 1952 


Unrrep Srares SENATE, 
SUBCOMMITrEE ON Heaurn or THE COMMITTEE 
on Lazor AND Pusitic WELFARE, 
Washington, D.C. 

The subcommittee met, pursuant to call, at 10 a. m., in room 457, 
Senate Office Building, Hon. Herbert H. Lehman (chairman) presid- 
ing. 

Present : Senators Lehman and Humphrey. 

Present also: Kenneth Meiklejohn, staff director; Melvin W. Sneed, 
assistant staff director; Nora K. Piore, research assistant. 

Senator Leuman. We will commence the hearing. 

It may be recalled that at one of the earlier hearings the American 
Hospital Association suggested that maternity and child care for the 
wives and children of servicemen could be provided ef the voluntary 
insurance agencies, such as Blue Shield and Blue Cross and other 
voluntary agencies, and 1 promised to give them an gps cca of 
presenting their views oe It is for this purpose that the hear- 
ings have been reopened today. 

I believe Mr. E. A. Van Steenwyk, director of the Associated Hos- 
pital Service of Philadelphia Is present. lL would appreciate it if he 
would testify. 


STATEMENT OF E. A. VAN STEENWYK, EXECUTIVE DIRECTOR OF 
THE ASSOCIATED HOSPITAL SERVICE OF PHILADELPHIA, AND 
CHAIRMAN OF GOVRNMENT RELATIONS COMMITTEE OF BLUE 
CROSS COMMISSION 


Mr. Van Sreenwyk. I am FE. A. Van Steenwyk. I am executive 
director of the Associated Hospital Service of Philadelphia, and 
chairman of Government relations committee of Blue Cross Com- 
mission, Which is the coordinating agency for all plans. 

I have prepared four or five pages in the way of a general state- 
ment as to our position. JT regret that I did not know early enough 
so that it all might have been presented in a formal way, but I under- 
stand that the real purpose was to explore the possibility, rather than 
outline a program. 

So with your permission I would like to read this and then go for- 
ward into whatever exploration you desire. 

The 87 Blue Cross plans approved by the American Hospital As- 
sociation as of December 31, 1951, reported an enrollment of approxi- 
mately 39 million subscribers in the United States, and approximately 
3 million subscribers in Canada and Puerto Rico. The growth of all 


267 





268 HEALTH CARE FOR DEPENDENTS OF SERVICEMEN 


plans has accelerated in recent years. Something of the nature of the 

— may be observed by the fact that when the Associated Hospital 
ervice of Philadelphia was organized late in 1938, there were then 

2 million subscribers in the whole of the United States and 
anada. 

Most of the Blue Cross plans began operation with very little capital, 
usually donations from member hospitals, or, as in Philadelphia, a 
loan from the Community Chest. Such donations or loans were re- 
paid by the plans. Some realization of the impact which these plans 
now make upon the hospital bills of subscribers may be seen from the 
fact that in 1951 approximately $5 million was paid to hospitals by 
them for the hospital care of subscribers. 

Blue Shield plans, which do the same kind of insurance work for 
medical care as Blue Cross plans do for hospital care, were later in 
getting started, but now appear to be in full stride and enrollment 
among these plans now totals about 20 million subscribers. In 1951 
the Blue Shield plans paid doctors approximately $154 million. 

Certain Souendseshilh di beatainen between the nonprofit hospital and 
medical plans represented by Blue Cross and Blue Shield and medical 
indemnity insurance companies are important for general under- 
standing of the contribution which they have made. In both the 
Blue Cross and Blue Shield plans subscribers receive the services they 
need rather than dollars which may or may not pay for such services, 
as under indemnity insurance. The subscriber contracts are backed 
up by contracts with hospitals and doctors to supply such service upon 
an agreed rate of payment. 

All Blue Cross and Blue Shield plans are managed by nonpaid 
boards of directors made up of representative citizens. In this way 
the plans make use of the important stimulus to good work which local 
management provides. These plans are also nonprofit and have main- 
tained an operating expense ratio of 10 percent or under. 

Senator Lenman. May I interrupt you? 

Mr. Van STEENwYK. Yes. 

Senator Lruman. You state here that Blue Cross and Blue Shield 
subscribers receive the services they need rather than dollars which 
may or may not pay for such service as under the indemnity type of 
insurance plan. Will you explain to what extent either hospital care 
or medical care is covered by the Blue Shield and Blue Cross? For 
example, is total cost of hospitalization covered ? 

Mr. Van SterENwyk. The coverages hy Blue Cross plans will vary, 
Senator, as will the coverages by Blue Shield, but the fundamental 

rinciple in both is that the plan must offer to the subscribers service 

enefits backed up by contracts with hospitals and doctors. Under 
the hospital plans there are no limitations as to income. Under the 
medical plans there are limitations as to income. For instance, in 
Pennsylvania, we have a surgical schedule which goes up to $200 for 
certain operations. For families earning less than $4,000, no matter 
what the doctor might charge normally for that service, the total bill 
is paid, because the doctors has agreed to accept the $200 as full pay- 
ment for families earning under $4,000. 

In Blue Cross, the subscriber goes to the hospital and, by and 
large, gets all of the service that may be required in a semiprivate room 
without additional cost to him. For instance, the largest bill paid by 
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Associated Hospital Service on account of hospital care 2 years ago 
was $4,900 for a single case, and $4,000 of that bill was on account of 
drugs and oxygen. But that is not infrequent. 

I saw recently a report from the New York City Blue Cross plan 
in which approximately 10,000 of the quarter of a million subscribers 
hospitalized last year had hospital bills that ranged from $500 to 
$4,000. ‘The importance of the service concept to people uncertain as 
to how much medical expenses are going to be in a hospitalized illness 
is, of course, the important ingredient in our program. 

Senator Leuman. Do you pay for laboratory services and X-rays 
in all instances ¢ f 

Mr. Van Sreenwyk. It depends, Senator, on the particular loca- 
tion. ‘This much may be said: That within recent years—in 1950, 
we established uniform coverage at a uniform rate for the steel in- 
dustry. I worked for the hospital service plan of the Lehigh Valley 
in addition to the Philadelphia plan, and the Bethlehem Steel con- 
tract is something I know about. The Bethlehem Steel contract 
covers all services provided in a hospital: Board and room, drugs, 
operating room, X-ray, laboratory, and so on, it being up to the indi- 
vidual local plan to determine how those services are to be paid for. 
In some instances they are paid to hospitals. In some instances they 
are paid to hospitals and doctors. In some instances they are paid 


to doctors. But that becomes the local plan’s responsibility. 

We are in a position where for a number of large national concerns 
we are able to say that we can deliver uniformly Nation-wide, what- 
ever level of service the account desires. 

Senator Leaman. Thank you very much. 

Mr. Van Sreenwyk. The matter of providing health insurance 


through Blue Cross and Blue Shield to dependents of servicemen is 
not a new consideration to the plans, because both Blue Cross and 
Blue Shield provided for suspension of the subscriber’s coverage and 
continuation of dependent coverage during World War II. With 
the outbreak of hostilities in Korea they again instituted the same 
kind of a program for men in service having dependents. The serv- 
ices provided by Blue Cross and Blue Shield to such dependents are 
not limited to maternity and infant care, but provide for all other 
illnesses and accidents which may require hospital and medical atten- 
tion in the hospital. Hundreds of thousands of servicemen took 
advantage of this provision in World War II, and at the present 
time large numbers of men in service with dependents are again tak- 
ing advantage of the same provision. In addition to the advantage 
of continuous coverage for dependents while the husband and father 
is in service, the plans also provide for resumption of the subscriber’s 
contract upon being mustered out of service, whether or not the sub- 
scriber returns to the industry or work in which he was originally 
enrolled. 

Senator Lenman. May I ask this: Of course, the question you are 
raising is whether complete coverage should be given to the families 
of servicemen while the men are in the service. I think this has great 
merit. On the other hand, S. 1245 and title I of my bill cover only 
maternity and child care. Do your policies cover specific situations 
alone, or do your policies cover all care? 

Mr. Van Streenwyk. All care. 
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Senator Lenuman. Would it be possible to cover maternity and 
child care separately? I ask that because these bills do contemplate 
having the Government assist the States in providing maternity and 
child care. 

Mr. Van Sreenwyk. I would answer the question on a practical 
basis. My own view on the basis of the practical operation of an in- 
surance plan is that our subscribers would be so confused by that 
kind of approach that I would doubt its feasibility. One of the 
things that has happened with respect to Blue Cross and Blue Shield— 
that is, made it as popular as it is—is the assurance on the part of the 
subscriber that whatever happens, he is taken care of. 1 would think 
it unwise to mix that concept at the present time with the idea that 
only maternity and infant care would be provided by Blue Cross. Be- 
cause, however careful we might be in explaining the purposes, it 
would not be understood. 

Senator Lenman. The reason I ask that is this: The Congress 
might be willing to defray the cost, through the States, of maternity 
and child care but might not be prepared, at least at this time, to 
enter the broader field of all care. It would seem to me that under 
those circumstances it would be almost essential to treat the more 
restricted field of maternity and child care apart from the broad 
field of all care. I was wondering whether it was practicable to 
work out such a scheme and, if so, what the cost would be. 

I assume that you have a table of costs with regard to all care which 
you could make available to us. I was also wondering if you could 
provide us with the costs for the narrower activity. 

Mr. Van Sreenwyk. I do not want to prejudge the possibility of 
such a program. because it has never occurred to me, but I give it to 
you as a practical judgment: I would oppose such an offer on our 
part, not only because of misunderstandings which would occur in 
the subseriber’s mind, but also because of the great difficulty in mak- 
ing the distinction between disorders. A doctor may see a patient and 
say this is or is not a case that has a reference to obstetrics or has 
relation to obstetrical care, another may say it does not. All kinds of 
confusion would result out of such a policy. 

Senator Leuman. I hope you understand the reason for my ques- 
tion. The Humphrey bill is restricted to maternity and child care 
for dependents of servicemen. The bill, S. 2337, which I have in- 
troduced, is broader in scope, but title T also provides only for ma 
ternity and child care for dependents of servicemen. So I think my 
question is very important in considering the practicability of work- 
ing through the voluntary agencies. 

Mr. Van Sreenwyk. Oh, yes. 

Senator Leuman. Will you proceed, then / 

Mr. Van Sreenwyk. Recent studies have indicated that most sub- 
scribers entering military service are aware of their rights in this re- 
spect and a high percentage of those with dependents are taking ad- 
vantage of continuing dependent coverage. 

Early last year, Miss Katherine Lenroot, then head of the Children’s 
Bureau, invited hospital and Blue Cross participation in a series of 
meetings to consider how the emergency maternity and infant-care 
program might be changed if the program were reactivated. 
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At the first meeting we suggested that reactivation of EMIC on the 
same terms as in World War I would result in waste for those sub- 
scribers who elect to continue coverage as well as waste to the Govern- 
ment itself. It was suggested that if EMIC were to be reactivated, 
consideration be given to ‘the idea that the Government pay the amount 
of money per man in service for his dependents that EMIC would 
otherwise cost, but pay it asa part of the voluntary insurance premium 
to care for all dependents’ hospitalized illness costs, the balance of 
the payment for insurance being made through payroll deduction by 
those in military service electing to purchase such coverage. 

This matter is tied up with the enrollment of Federal Government 
employees of whom over a million are enrolled in Blue Cross and some 
hundreds of thousands are already enrolled in Blue Shield. While 
many States and municipalities now make it possible for their em- 
ployees to obtain Blue Cross-Blue Shield coverage on a payroll-deduc- 
tion basis, the only way that the plans can now be paid by the Federal! 
Government employees is through an archaic system of collection in 
which each Government office appoints an employee to collect for a 
certain number of employees enrolled in the plans. It is hard ito see 
much long-term satisfaction in present methods. The system does a 
poor job. Nobody is well served—the Government, the employee, or 
the plans. 

To us, therefore, the matter of coverage for de ‘pendents of men in 
service, and coverage for Government employees in general are both 
parts of the same problem—how voluntary nonprofit health-insurance 
plans are to work with the Nation's largest employer, Uncle Sam. The 
fact that Uncle Sam might pay part of the premium in one case and 
none in another has no real bearing wpon this general problem. 

Whether an EMIC program is necessary is an entirely separate con- 
sideration. The decision to go ahead with such a program will be 
determined as Government policy. If the decision to go ahead with 
such coverage is made by Government, it would appear that local Blue 
Cross and Blue Shield should be given the opportunity to provide 
the service. 

Senator Leuman. I want to establish this. It may be very possible 
that arrangements could be made between certain States and Blue 
Shield and Blue Cross. Now, you say that if a decision to provide 
EMIC coverage is made by the Government, it would appear that 
local Blue Cross and Blue Shield should be given the opportunity to 
provide the service. But, as I understand you to testify, it is not 
possible for Blue Cross and Blue Shield to provide this service apart 
from the general coverage. 

Mr. Van Steenwyk. That is right. 

Senator Leman. I understand you to say you would oppose it, 
How do you reconcile those two statements? 

Mr. Van Sreenwyk. The question which you asked earlier was 
whether we could take EMIC coverage as it was originally in effect 
and sell it separate from the coverage which we now reaul: irly provide, 
and T said that I thought that an impractical proposition. T still mean 
this testimony to be no different than my response to vou. That is 
to say, it seems a practical solution to me that if the Government can 
determine the cost that it might otherwise pay for EMIC, that so much 
per man be paid on account of the serviceman electing to buy full 
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coverage. It seems to me that this is a practical approach. The 
other does not seem practical. 

Senator Leuman. Yes; but suppose that a man does not want to 
have full coverage? Suppose a man is interested only in maternity 
and child care? 

Mr. Van STEENWYK. It is not my purpose to say that the Govern- 
ment should not provide maternity and child care for those who 
would desire only such coverage. 

Senator Lerman. No; but I am trying to establish whether that 
could be done through the Blue Cross or Blue Shield or other volun- 
tary agencies. 

Mr. Van Streenwyk. I doubt it on a practical basis. I think the 
subscriber would be confused and everybody else would be confused 
to such an extent that it would be better not to attempt it at all. 

Senator Leaman. Will you proceed, please ? 

Mr. Van Sreenwrk. In addition to the meetings referred to ear- 
lier, certain exploratory discussions have gone forward with repre- 
sentatives of the Department of Defense, and questionnaires have 
been submitted to all Blue Cross plans to obtain the local plan’s rate 
for coverage of servicemen’s dependents. Uniform benefits at uni- 
form rates, such as are in effect in the steel industry, could not be pro- 
vided except on the basis of a high percentage of participation of the 
men in service. Yet local benefits at local rates can be provided on 
a payroll-deduction basis without such percentage requirements since 
the plans now generally provide that subscribers may continue such 
local coverage for dependents upon entering military service. 

The rates necessary for such a program will understandably vary in 
accordance with the benefits desired and other considerations. Will 
the military continue to provide care for dependents if coverage is 
obtained by the serviceman? If so, must the plans reimburse mili- 
tary hospitals and clinics for such service? The number of persons 
involved, and their general characteristics, such as age, sex, and so 
forth. The important consideration is that Blue Cross and Blue 
Shield plans now protect many servicemen’s dependents efficiently and 
economically, and desire to be of further assistance to them. We are 
confident that if Congress decides to reactivate EMIC or develop a 
similar program that it would be in the interest of the servicemen 
and the Government to explore the matter further. 

Senator Lenman. Are all the Blue Cross plans uniform? 

Mr. Van Sreenwyk. No; they are not. 

Senator Lenman. Do you know whether the Blue Shield plans 
are uniform? 

Mr. Van Steenwyk. No; they are not. The steel-industry con- 
tract, which I referred to earlier, is evidence that if a national em- 
ployer, or if an employer having employees widely scattered, desires 
uniform coverage, it can be obtained. 

Senator Leaman. Are there not limitations in many of the plans 
now? 

Mr. Van SreeNwyx. But those limitations are removed in a gen- 
eral offer such as we have made to steel. 

Senator Leuman. On a Nation-wide basis? 

Mr. Van Steenwyk. Oh, yes. 
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Senator Lenman. The bill provides that States may contract, either 
with private physicians or with voluntary insurance programs. There 
are many different voluntary programs. 

Mr. Van Sreenwyk. Surely. 

Senator Lenman. Blue Cross and Blue Shield are the largest, of 
course. But there are many others, such as Group Health insurance 
and the New York health-insurance plan. What are your relation- 
ships with those organizations? 

Mr. Van Srernwyk. Friendly. We work with them in many ways. 
While I represent the Blue Cross plans only, I would like at this point 
to say that the Blue Cross and Blue Shield are not asking that they 
be regarded as preferred carriers. Any voluntary insurance program 
that would meet the standards established by the Government might 
be a participant under such a program. We have now in the armed 
services payroll deductions granted for life insurance, and many com- 
panies are participating in that program. While we view it from our 
own particular point of view, I would think that those subscribers or 
those persons who would want to be enrolled in other voluntary plans 
should have the right to do so. 

Senator Lenman. This bill, you understand, does not provide that 
the Federal Government administer the program. 

Mr. Van Streenwyk. Yes. 

Senator Leaman. It provides that grants-in-aid be made to the 
States, subject only to approval of the State plans by the Federal 
Government. The States are given authority to contract either with 
private physicians or with voluntary health-insurance programs. 

Do you see any reason, if they wanted to avail themselves of the 
services of voluntary-insurance programs in some States—according 
to you there is no uniformity at the present time, so there would be no 
way of having a master plan, as far as I can see—why they could not 
utilize the services of Blue Shield and Blue Cross and also Group 
Health insurance? 

Mr. Van Sreenwyk. Except for this, Senator: It has been my gen- 
eral feeling in all the discussions with the Children’s Bureau and the 
Defense representatives that the desire was for uniform benefits. That 
is, the same benefits all over. I doubt whether on a State-by-State 
basis if such a program were developed such uniformity could be 
achieved. 

Senator Leuman. You have testified that you have no uniformity 
in your programs State by State. 

Mr. Van SreeNwyk. But we do if we have a national account. 

Senator Leuman. Would the wife of a serviceman in Michigan have 
the same coverage and protection as the wife of a serviceman in Ari- 
zona under Blue Cross and Blue Shield? 

Mr. Van Steenwyk. If we had a national program developed for 
servicemen’s dependents, that would be the case; yes. 

Senator Leuman. You mean for maternity care alone, or for care 
generally ? 

Mr. Van Sreenwyk. In general. 

Senator Lenman. I want to return again to the question of whether 
it is possible to work out a schedule of services relating to maternity 
and child care alone. The two problems are quite different. 

Mr. Van Strenwyk. Yes. 
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Senator Lenman. Or they will certainly be considered separately 
by the Congress. 

Mr. Van Streenwyk. As to that I have already said, it seems to me 
an impractical approach so far as the plans are concerned. If Con- 
gress wants to provide maternal and infant care to the servicemen’s 
dependents, it seems to me that it would proceed in whatever practical 
way it could. 

Senator Leuman. Let me ask you this: One of the important fea- 
tures of both bills is the provision for prenatal and postpartum care as 
well as delivery care. Is that covered by your policies ¢ 

Mr. Van Steenwyk. There is no reason why it could not be ar- 
ranged for. 

Senator Lenman. Is it covered now / 

Mr. Van Sreenwyk. In some instances it ts. 

Senator LeHMan. In some States ¢ 

Mr. VAN SrTeeNwyk. In some States it is. 

Senator Leuman. Would the Blue Shield and Blue Cross assume 
any responsibility in helping a mother arrange for care if she has a 
sick baby? Are you equipped to do that ¢ 

Mr. Van Sreenwrk. That is one of the advantages that acerues 
from the local plans, I think. It is hard to say how it is done except 
that someone is on the job locally and requests that come in are re- 
ferred to either local physicians or local hospitals. That is one of the 
advantages, I think, that is obtained by local management. 

Senator Lenman. Are you set up in all counties of the country ? 

Mr. Van Sreenwyk. The Blue Cross plans have more than 90 per- 
cent of all the non-Government beds in the country enrolled in the 
plans. I have referred to the steel contracts at other times, and the 
whole industry goes pretty well across the country, and we have not 
had any difficulty in meeting all the needs of steel employees. 

Senator Leuman. I do not think you would have any problem in 
the steel contract with respect to a rural district in Lowa because there 
is no coverage there. 

Mr. Van STEENWYK. Let me say this, Senator: In the development 
of Blue Cross and Blue Shield, we have developed a reciprocity pro- 
gram, so that : man who ts a member of the New York Blue Cross who 
is in Iowa or California, is accepted by the local plan as a subscriber 
to the local plan and gets the advantages which the plan has arranged 
for by contract with the local hospital. In the absence of a local hos 
pital contraet, the plan provides for an indemnity. The plan then 
pays an indemnity which would be of some assistance to him. 

Senator Leuman, You have testified that you have something like 
39 million subscribers. 

Mr. Van Sreenwyk. That is right. 

Senator Lenman. And Blue Shield has 20 million. 

Mr. Van Steenwyk. That is right. 

Senator LenmMan. What proportion are in the urban centers? 

Mr. Van Sreenwyk. Predominantly. 

Senator Lenman. That is a very indefinite term. Could you give 
any approximate percentage ¢ 

Mr. Van Srrenwyk, [ cannot say definitely, but I would say 80 
percent. 

Senator LenMan. Are you set up in all communities of the country, 
or—first, let me ask you are you set up in every State in the country / 
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Mr. Van Srepnwyk. Yes. 

Senator Leaman. Are you set up in all communities ? 

Mr. Van Sreenwyk. No. But in addition to the steel contract, 
we have similar contracts with auto manufacturers and with textile 
manufacturers. Over the years we have not experienced a lack because 
of our inability to serve large national groups. 

Mr. Merktesoun. When you say you are set up in all States, are 
you speaking of Blue Shield as well as Blue Cross ? 

Mr. Van Sreenwyk. I was speaking of Blue Cross at that time, 
But even in Blue Shield, where a State is not established, an adjoin- 
ing State will provide services. 

Mr. Merkiesoun. In how many States is Blue Shield established ? 

Mr. Van Sreenwyk. I do not know. 

Mr. Merkiesonn. A substantial number? 

Mr. Van STEENWYK. Yes. 

Senator LenmMan. What relationships have you got with other 
voluntary agencies, like the Red Cross and the various civic agencies 4 

Mr. VAN Steenwyk. No direct relationship. 

Senator LEHMAN. You see, what stands out very clearly in my mind 
in connection with your testimony is that these bills provide for 
coverage not only of just the delivery of a child, but also—and this 
is equally important, as far as I can evaluate the situation—prenatal 
and postnatal care and infant care. Under one bill infant care would 
be provided for 2 years and under the other bill for 5 years. The 
EMIC program provided it for 1 year. 

Senator Humphrey unfortunately was detained and I would like to 
bring him up to date on what we have been discussing. May I sum-— 
marize very briefly what you have said and the difficulties which you 
yourself have poimted out. Correct me if I am not summarizing 
accurately. 

You say you are prepared—the two organizations of which you 
have been speaking, and possibly others—to provide total medical 
care services, and you have schedules 

Mr. Van Steenwyk. May I correct you at that point? It is total 
medical care as it relates to hospitalized illness. 

Senator LenmMan. Medical care? 

Mr. Vaw Srernwyk. Medical and hespital. 

Senator LenmMan. Are you speaking for Blue Shield as well as 
Blue Cross? 

Mr. Van Sreenwyk. | am not speaking for them. I have had con- 
tacts with them, and it seems to me reasonable that if a program that 
appeared reasonable to them could be developed, they would want to 
be of service as well. 

Senator Lenman. All right. I understand that you feel, because 
your policies cover all medical care, that is, all hospital care and pre- 
sumably medical care as well—of course, that would be a very impor- 
tant feature in this case—— 

Mr. Van Srernwyk. Senator, the distinction I wanted to make 
was that we contemplate provision of all hospital and medical care 
as it relates to those cases that are hospitalized. We do not think in 
terms of the home case, that is, the case that is cared for in the home. 

Senator Lenman. That would not be covered ? 

Mr. Van Sreenwyk. That is right. 
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Senator Lenman. Is home care covered by Blue Shield ? 

Mr. Van Streenwyk. It is not covered by them generally. 

Senator Leuman. Such coverage would be a pretty broad thing, I 
would think. 

Senator Humpnrey. How about out-patient care? 

Mr. Van Sreenwyk. Out-patient care could be provided in acci- 
dents and emergencies. 

Senator Humrurey. I mean general clinical care, which is, of 
course, vital to prenatal or postpartum care. 

Mr. Van Steenwyk. I see no problem, Senator, in the prenatal and 
postpartum care in maternity cases, because this is the kind of service 
that you can purchase from doctors. But the ordinary clinical case 
which comes in not as the result of an accident is not contemplated 
now as a part of Blue Cross or Blue Shield coverage. It would be 
extremely difficult for them to provide such coverage. 

Senator Lenman. Let me go one step further in trying to restate 
your testimony. You also testified, if I understood you correctly, that 
you did not think it would be possible to separate premiums or ar- 
rangements on a Nation-wide basis between general care and purely 
maternal and child care; that to attempt to do so would create difli- 
culties which are, in your opinion, insuperable ¢ 

Mr. Van Sreenwyk. Yes. 

Senator Lenman. If that is the case, does it not boil down to this? 
Under both bills we do not, as I have pointed out, propose that the 
Federal Government administer the operation, but that grants-in-aid 
be made to the States based on State plans approved by the Federal 
Government, as in the case of many other Federal-State programs. 
The bills further provide very definitely, and I want to emphasize 
this, that the use of voluntary agencies, such as Blue Shield, Blue 
Cross, Group Health Insurance, the New York Health Insurance 
Plan and various others, as well as contracts with private physicians, 
should be encouraged. 

Now, that being the case, does it not add up to the fact that in those 
States where an agreement can be entered into between the State and 
a voluntary agency, such as Blue Cross and Blue Shield, the legisla- 
tion permits it. In fact the State would be encouraged to do so. But 
on the basis of your testimony—I would assume the situation might 
not be the same in all States—if we separate maternal and child care 
from the broader field, it would seem to be pretty difficult to give a 
preferential position to the voluntary agencies. I would judge from 
your testimony that you would not be able to handle the job on a 
Nation-wide and uniform basis. 

I think certainly that many States will wish to enter into sound 
contractual arrangements with Blue Cross and Blue Shield, providing 
a separation can be made between maternal and child care, on the one 
side, and broad coverage on the other. But it does not seem to me 
from anything you have testified to here today that I would be in- 
clined to believe that these two organizations or any other voluntary 
insurance agencies would be in a position now to say that they could 
handle the situation. Far from it, because they do not provide cover- 
age, and plans have not been set up all over the country. For example, 
80 percent of your subscribers are in urban districts. We are just as 
much interested in rural districts. We are just as much interested in 
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a serviceman who comes from Nebraska or Iowa as in one who comes 
from New York City or Minneapolis. 

I may be wrong, and I would be glad to be corrected, but I do not 
think you have made out a ¢: ase by w hich preferential treatment should 
be accorded to Blue Cross, or Blue Shield, or any others. I want to 
emphasize that I do not think in any way that the States should be 
discouraged from trying to work satisfactory relations with such 
agencies ‘which are thought to be in their interest. 

Mr. Van Srrenwyk. Let me say this: Iowa, Missouri, Nebraska, 
New York, Pennsylvania, for that matter, all the rural areas are cov- 
ered. In Minnesota, for instance, the Farm Bureau has had its own 
organization which has really done the job through Blue Cross and 
Blue Shield. So that from the st indpoint of the distinction between 
the urban and the rural areas, I think it may be said that the Blue 
Cross and the Blue Shield and such other voluntar y agencies that would 
meet the standards that would be imposed—I mean agencies that could 
provide service benefits such as many of the health co-ops, HIP, and 
so on—could do for both rural and urban as much or more as any other 
approach, because in any case whether the State through the depart- 
ment of health or the local voluntary plan provides the service, con- 
tracts will have to be negotiated with hospitals and doctors for the 
service at an agreed-upon rate. One of the advantages of these plans 
is that contracts are now in existence. They also have very low operat- 
ing cost, a distinct advantage. 

Now, as to whether a uniform coverage could be developed on a 
Nation-wide basis, and at the same time say to all States, that each 
State will do as it pleases with respect to such coverage, they are anti- 
thetical propositions. There is no possibility of devolping uniform 
coverage if every State is going to provide its own program through 
agencies which do not prov vide service beyond their own borders. 

Senator Lenman. You understand that the States under these bills 
have that authority? 

Mr. Van Sreenwyk. I understand that. 

Senator Leuman. Certainly there would be no disposition on my 
part—and I am quite sure on the part of Senator Humphrey, or the 
other members of the committee—to place any obstacles in the way 
of utilizing the services of Blue Cross and Blue Shield. or other 
voluntary health-insurance plans whose work we all admire and 
appreciate. 

On the other hand, I do not think any preferential treatment could 
be given to those organizations, by legislation anyway. as has been 
suggested by the American Hospital Association. 

Mr. Van Sreenwyk. I think the American Hospital Association 
would go along with the comment which I made a moment ago, that 
while we talk Blue Cross, because that is what we represent, and 
parenthetically include Blue Shield, because we hope they would be 
in accord and have every reason for believing that they would be 
in accord with us, at the same time we are not asking for preferential 
position in this matter. We say that anybody that can do the job 
ought to be selected by the people that are paying the money. We 
also think it would be better to get coverage for not just maternal 
and infant care, but to provide all the coverage for the hospital and 
medical care of dependents on a voluntary-insurance basis. 
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Senator Humpurey. I have gathered from the summary of the tes- 
timony that there would be great administrative difficulty in attempt- 
ing to separate maternal and child care from general care. 

Mr. Van Sreenwyk. I just never thought about it. When Senator 
Lehman suggested it this morning, it made me fall back, because it 
seemed to me that such a program would not be recommended to 
our own organization. 

Senator Humeurey. These bills leave it up to the States to pre- 
pare plans which meet federally established standards, but leave ad- 
ministration in the hands of the States. There is nothing that would 
preclude the broadest use of Blue Cross and Blue Shield and Group 
Health, and other voluntary organizations. Is that your understand- 
ing? 

Mr. Van Sreenwyk. Yes; I understand. ‘The only thing that 
worries me about this, Senator, is that if you desire uniform coverage 
for dependents of men in service, you ought to say so. It seems 
to me that in our conferences with both Defense Department officials 
and the Children’s Bureau the desire for uniform benefits was ex- 
pressed. That being the case, then, it seems to me that standards ought 
to be established. 

Senator Humpurey. I do not see any incompatibility here. I think 
it is possible to establish a set of Federal standards which would have 
to be adhered to, but leave the development of those standards and 
their operation and administration at the State and local level. The 
States might choose to contract for broad coverage through Blue 
Cross or Blue Shield or make individual contracts with hospitals, 
clinics, or doctors. 

There is a host of different proposals which could be utilized. The 
problem we have in this country is that we are so big and there is 
such a variety of services. In some places there is a concentration of 
medical facilities and services; then there is a paucity, little or no 
service, available in other areas. You have to leave things in a flexible, 
fluid state to permit the localities and State governments to improvise 
within the terms of their own medical facilities and personnel. Is that 
not true‘ 

Mr. Van Sreenwyk. That is true. 

You have another complication in that it is hard to know to what 
plan an individual serviceman’s dependents would be allocated. Here 
is a man that comes from Minnesota but is now in a camp in Georgia, 
and his family are for the most part in Minnesota. Yet he is in 
Georgia. The problem of getting the money matched for the coverage 
to the plan is an extremely difficult one. 

Senator Humpurey. That is right. 

Mr. Van Srepnwyk. You will forgive me if I refer again to steel, 
because it is the national account I know best, although we have done 
this with a number of other industries. What we did was to bring 
in all the plans that would be involved and we said, “These are the 
benefits that the steel company and the employees would like to have. 
Give us a price for these benefits.” 

So we obtained a price from each of the plans, Minnesota, Califor- 
nia, Massachusetts, and so on, and then we multiplied the price times 
the number of persons by location, and then divided the whole by the 
number of persons so that we had one rate for the company. 
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Now, then, all of the money comes to one central plan. That money 
then is sent to each plan in accordance with the coverage that. it 
assumes, and each plan assumes the responsibility of providing the 
care for those people for whom it has been paid. We have a clearing 
house set up there which makes it a very simple and easily operated 
matter. 

We made generally the same kind of approach here. We know that 
there are seven recruiting districts in the country. We know that 
we could have a single oflice responsible to the Federal Government 
for billing to the Federal Government on account of payroll deduc- 
tions; and the Federal Government could remit to that single office. 

The money from that central office could go to offices in the seven 
recruiting districts, and from there to the individual plans that would 
assume responsibility for the care. But this presumes that there will 
be some kind of a pattern established which will be followed by all 
plans and all servicemen electing the coverage. You cannot have such 
a central office and then have a group of servicemen in Georgia, who 
may have dependents in New York, and Massachusetts, and Minne- 
sota, and California, and say, “the Minnesota dependents are not 
included, the California dependents are included, the Massachusetts 
dependents are not included, and so on.” The complications would be 
so great as to break the whole program down. 

All I am saying is that if you establish standards—as for instance, 
the Defense Department did many, many years ago, and then say that 
servicemen desiring life insurance, in this instance may obtain it under 
a payroll deduction system—you now establish certain standards for 
this kind of insurance and then allow the servicemen to pay for this 
insurance on a payroll-deduction basis, we would go a long way to 
satisfy the needs. We are taking care of the servicemen’s dependents 
now. We have them enrolled on an individual basis. We cut the 
rates because the serviceman himself is in service, but we provide 
service now to a great many of the servicemen’s dependents. 

Senator Leuman. The matter that gives me concern is the fact 
that apparently the Blue Cross and the Blue Shield are not prepared 
to do a real job in either prenatal or postpartum care, two phases of 
this program on which, I think, those who favor this kind of legis- 
lation place great emphasis. I think these phases are highly impor- 
tant. And yet I have not heard anything in your testimony, that 
would indicate, nor do I believe, from my knowledge of the work of 
these associations, that you are qualified or prepared to undertake that 
work successfully. 

Mr. Van Sreenwyk. Let me just say this, Senator: No matter 
who provides that service, whether it is the department of health in 
the State that arranges for it or whether the Federal Government 
itself would arrange for that service, it would have to be contracted for 
by the physicians who are going to give the service. My guess is that 
the Blue Shield plans would have no more difficulty contracting with 
physicians for that service than anybody else. After all, they are 
contracting for service all the time. And the same would be true 
of these other organizations that are prepared to provide service bene- 
fits. You will not have clinics established by the Federal Govern- 
ment to provide this care, that is, staffed by salary employees. The 
care will be provided by independent physicians. The independent 
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physician, it would seem to me, is just as interested in seeing to it 
that the serviceman’s dependents are well cared for and would be as 
eager to contract with one agency as with another. 

Senator Leman. Does it not add up to this: In view of the differ- 
ent conditions existing in different States of the Union, and also the 
different facilities available in the States, the only thing to do is 
to place the responsibility on the States to choose those agencies which 
will serve their purposes best, always making sure, of course, that 
substantially equal services are rendered to servicemen’s families, 
their wives and children, regardless of where they may reside. 

The State of New York may proceed in providing for prenatal care 
in one way, and the State of Mississippi may want to proceed in an 
entirely different way. It seems to me that the more testimony I hear 
on this subject the more I am inclined to the belief that you have to 
leave the working out of the program, the contracting between the 
State and the various health service agencies to the States themselves, 
subject, of course, to approval of the State plans by the Federal 
Government. 

Senator Humpnrey. This is the whole problem all the way through 
in any kind of health program. It is a matter of administration. 
Everybody is for good health; everybody wants good medical care, 
the best coverage we can get. But we do not have a country the size 
of Denmark ; we have a tremendous land area with 150,000,000 people, 
and a variety of facilities, standards, and administrative establish- 
ments. 

Mr. Van Sreenwyk. That is right. 

Senator Humpnurey. I think if the Federal Government is going 
to participate in these programs it must in view of existing cireum- 
stances, permit the State administrations to develop their plans within 
the context of the facilities, manpower, and skills in the State. The 
Federal Government can establish certain minimum standards to 
which plans and contracts must measure up, but I just do not see 
how we could expect to get complete uniformity. You have to have 
broad Federal standards, and then you hope and pray, and also check 
to see, that the respective States operate within those standards. That 
is about the way I see it. I would imagine they would use the facili- 
ties that you have talked about, particularly in States where they are 
highly developed, because there you have voluntary organizations that 

van really take on details of administration. 

Actually what you would have would be two levels of contracting. 
You would have, at the Federal level, a contract between the Federal 
Government and the State, based on the legislative principles and 
standards, and then you would have the States in turn entering into 
contractual arrangements with ns organizations or with indi- 
vidual hospitals and doctors. I do not see how in the world we could 
develop anything more comprehensive than that. I think if we get 
too inflexible about it, it will just break down out of sheer rigidity. 
We should not allow these plans to get to be too rigid. 

Mr. Van Strenwyk. I[ am not arguing for rigidity. I think there 
is nothing inconsistent with the use of plans locally if standards have 
been established, except for the one thing that Senator Lehman has 
referred to a number of times—the possibility of taking maternal and 
infant care out of an ordinary Blue Cross or Blue Shield package and 
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selling that separately to a State agency. It would be my guess that 
would lead to so much confusion and trouble that it would be hetter 
not to attempt it. 

Senator Leuman. I do not know what form this legislation will take, 
and I do not know what the temper of the Congress will be, but those 
two questions are before us. It 1s a question of how far the Congress 
will be willing to proceed in health care. 

Mr. Van Sreenwyk. Our position is that people with dependents 
going into the service at the present time want to continue their 
Blue Cross and Blue Shield and I suppose other coverage. They are 
paying us direct on that, and we are billing them direct. It is not 
good for them. It is costly for us, and it does not do the kind of a 
job that we would like to see done. Here you have another project 
coming into this general field, with the Federal Government consid- 
ering the reactivation of EMIC. In the last war we had 15 million 
subscribers, now we have nearly 40 million subscribers, so that far 
more of a problem is going to arise because of this. 

We do not want to charge people for coverage that is not worth 
anything to them. On the other hand, the Government should not be 
paving for something that people get anyway because they are paying 
for it. The only thing we are saying is that we would like to be of 
service generally to the subscribers, who are our subscribers whether 
they are in service or whether they are not in service, and to the 
country in general. 

Senator Leuman. Thank you very much. 

Mr. Sneed, do you want to ask any questions? 

Mr. Sweep. Do you have any information as to the number of serv- 
icemen that have continued their contracts with Blue Cross and Blue 
Shield? 

Mr. Van Sreenwyk. No, I have not. I have seen figures which 
indicated that 35 to 40 percent of those going into service that have 
dependents are continuing. We do the same, though, for those with 
or without dependents. That is, generally we provide that a man 
when he leaves to enter service, even if he has no dependents, may dis- 
continue his coverage, but 60 days within the time that he is mustered 
out. if he reapplies, he is accepted without waiting periods and with- 
out penalties imposed because of his physical condition as of that 
time. For our purpose it is a continuous contract, but he does not 
pay during that period. 

In our own operations, we see more and more need for the same 
treatment for other than servicemen. Recently wives of service- 
men on their way to Germany or Japan, with their children in some 
instances, have come in to say, “We understand that we are covered 
for medical and hospital expenses while we are away. There is not 
any point in our continuing Blue Cross or Blue Shield.” Under these 
circumstances we do the same thing, halt their coverage and charges 
until they return. 

Senator Lenman. Do you have any more questions, Senator Hum- 
phrey ? 

Senator Humpnrey. I have no more questions. I was just inter- 
ested in these figures, 15 million during World War II, and now 40 
million. Possibly some of the furore about health insurance has stimu- 
lated participation in voluntary plans. It seems that people have 
taken a new interest in it. 
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Mr. Van Sreenwyk. That may be so, Senator. I think that the 
thing that really stimulates enrollment is the terrific cost of hospital- 
ized illness. We are having to pay bills now, as I said earlier in the 
testimony, that run up as high as $5,000 for a single hospitalized ill- 
ness. The important thing is that the people live afterward. 

Senator Humpnurey. I agree with you. 

Mr. Van STEENWYK. So it is very important for them to be pro- 
tected against that expense. 

Senator Humpurey. How much higher are your rates now than 
they were 10 years ago? 

Mr. Van Srrenwyk. I can give you the Philadelphia rates. We 
are always on the low side in Philadelphia, but we started at 75 cents 
a month for the individual and with the last rate increase which is 
effective April 1, the rate for the individual will be $1.20. We started 
for the family at $2, and the rate for the family with the last increase 
will be $3.50. 

Senator Humenrey. Is that for hospitalization alone? 

Mr. Van Sreenwyk. Yes. 

Senator LeumMan. About 70 percent ¢ 

Mr. Van Steenwyk. Somewhere in there. I would say somewhere 
around double, because costs have doubled. 

Senator Lenman. I know that. 

Senator Humpnrey. All I have heard this morning indicates to 
me the need of the congressional committees continuing their probe 
into this means of better coverage. In other words, how can we best 
work this out? There is no doubt, as you said this morning, that 
the more of these plans you toss on top of each other the more difficult 
it becomes. You start to get policies three or four deep on an indi- 
vidual and that, of course, is foolish. 

Mr. Van Sreenwyk. One of the things we have consistently been 
concerned about is the fact that although we have payroll deduction 
from every other employer, we do not have payroll deduction from 
Uncle Sam. We have over a million Federal employees enrolled. It 
costs the Government untold dollars to collect that money because we 
will not collect it, and we will not pay a man for collecting it either. 
That has to be done by the organization itself. So the Federal Ad- 
ministrator appoints someone to collect the money, and then it has 
got to be sent to us. All sorts of problems arise. This man does not 
have the money today, won’t he come back the next day, and so on and 
soon. There is a need among Federal employees for payroll deduc- 
tion which is really greater than the need of some local or ganizations 
because of the complication created by numbers of employees. We 
do not see any reason why if the Federal Government allows a service- 
man to deduct from his pay to pay for life insurance premiums, the 
serviceman cannot be allowed payroll deduction for Blue Cross, Blue 
Shield or any other — ary insurance program which meets stand- 
ards and similarly why Federal employees cannot have payroll de- 
ductions so that our work is simplified and they are served better. 

Senator Humpnrey. I agree with you, but the Government is al- 
ways more prone to suggest advice to others than to take such advice 
to heart for itself. 

Senator Lenman. Anything else? 

Senator Humrnrey. Not a thing. 
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Senator Lenman. Thank you, sir, very much. 
Mr. Van Steenwyk. Thank you, sir. 
(Whereupon, at 11:20 a. m. the hearing was closed.) 


BARNSTABLE District MeDIcAL Socirery, 
Hyannis, Mass., March 19, 1952. 
Senator Henry C. Lopes, Jr., 
Senate Building, Washington, D. C. 


Dear SENATOR LopaE: At a meeting held on March 12, 1952, the Barnstable 
District Medical Society voiced unanimous approval of the emergency maternity 
and infant care as conducted during World War II. 

At present adequate facilities exist on Cape Cod for the care of any and all 
maternity and infant problems that might arise in the military as well as in 
the civilian population. 

With the opening of the military camps and airfields in our vicinity, there has 
been a great influx of families of military personnel. The Barnstable District 
Medical Society would like to go on record as recommending the adoption of 
a program similar to the former emergency maternal and infant care program 
and that this program be established in the near future. 

Sincerely yours, 
GEoRGE C. BouRNE, M. D. 


New YorK, N. Y., March 19, 1952. 
CHAIRMAN, SENATE SUBCOMMITTEE ON HEALTH, 
Senate Office Building, Washington, D. C.: 


Catholic War Veterans urge immediate support Senate bill 2337 introduced by 


— 
Senator Lehman providing health care for dependents of servicemen 
JoHN J. CouGHLIN, 
New York State Commander, Catholic War Veterans. 


COMMITTEE FOR THE NATION’S HEALTH, INC., 
Washington, D. C., April 17, 1952. 
Senator Herbert H. LEHMAN, 
Chairman, Subcommittee on Health, Senate Committee on 
Labor and Public Welfare, Senate Office Building, Washington 25, D.C. 

DEAR SENATOR LEHMAN: I write with reference to Senate bills 2337 and 1245, 
sponsored, respectively, by you and Senator Humphrey, and with particular 
reference to some statements and counterproposals by representatives of the 
American Hospital Association and of the Blue Cross at recent hearings. 

I write in behalf of the Committee for the Nation’s Health. This letter has 
been submitted to and has the approval of the representatives of the AFL and 
CIO who represent these organizations officially on our executive committee. 

We are on record as in favor of the general principle of an EMIC program 
as proposed in these two bills. 

Neither the representative of the American Hospital Association nor of the 
Blue Cross came to grips with the EMIC proposal itself. Actually they offered 
counterproposals. They seek a plan of voluntary health insurance for all service- 
men or for all Federal employees, desiring (1) legislation to permit voluntary 
deductions from the pay of servicemen; (2) their enrollment in nonprofit volun- 
tary insurance plans providing the services needed; and (3) a Federal contri- 
bution toward meeting the expense of this insurance. 

We recognize the place of voluntary health insurance providing sufficient 
services of good quality. The principle of participation by approved voluntary 
health insurance is incorporated in the legislation to establish a comprehensive 
national health insurance program, which we approve. 

We do not believe that the Government should enact any health legislation 
which would give to any private groups the exclusive right to administer it. 
This seems to be what is proposed and we consider it to be against public 
policy. 

In this instance the proposal seems undesirable for two specific reasons: 
(a) Because the Blue Shield and Blue Cross plans have insufficient representa- 
tion of the public in their governing bodies and (b) most of the Blue Shield 
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plans do not and cannot provide the scope of professional services that would 
be required. 

During the hearing the representative of the Blue Cross stated that he did 
not think it feasible to administer a maternity and infant-care program, but only 
a comprehensive program of general hospital and physicians’ care. Moreover, 
he admitted that there are only a limited number of local health insurance plans 
furnishing comprehensive physician services. What be had in mind were physi- 
cian services provided in connection with a hospital. Such a limitation seems 
to us inconsistent with the obvious need of wives and children of servicemen for 
home and office care by physicians, as well as care while hospitalized. 

The representative of the American Hospital Association in his testimony 
based his argument upon “voluntary health insurance plans that will assure 
broad protection against ordinary illnesses and disabilities and with service 
available from any hospital or any doctor in any community in the Nation.” The 
report of your subcommittee, presented by Dr. Dean A. Clark and his staff last 
year, and our own knowledge of the limitations of most Blue Shield and some 
Blue Cross plans demonstrate that the voluntary health insurance plans cannot 
measure up to this overgenerous statement. 

With respect to the financing of an EMIC program, our position is— 

(1) Such care should be furnished on a Nation-wide basis. 

(2) The financial responsibility falls upon the Federal Government. 

(3) Deductions from the pay of servicemen to cover part of the cost would 
be a hardship upon many servicemen. 

(4) Nonprofit voluntary plans may be recognized as administrative agents of 
Federal or State governments when they provide services of adequate scope and 
quality and when their utilization would conduce to the economy and efficiency 
of the system. 

(5) Any plan of merely voluntary enrollment would fail in its nature to accom- 
plish the basic purpose of these bills, namely, of giving assurance to servicemen 
that while they are serving their country the Nation will in their absence insure 
needed maternity and child care to their families. 

Sincerely yours, 
MICHAEL M. Davis, 
Chairman, Executive Committee. 


Fuint, Micn., March 18, 1952. 
Hon. HERBERT LEHMAN, 
United States Senator, Washington, D. C.: 


The family and child welfare division of the Flint Council of Social Agencies is 
desirous that Senate bills 2337 and 1245 in reference to health care for depend- 
ents of servicemen become law. This council is representative of 79 public and 
private agencies in Genesee County, which has a population of 271,000 and is 
interested in the health facilities for the families of our servicemen. 

TERESA A. FARRELL, 
Director. 


Ev_miraA, N Y., May 14, 1952. 
Senator Herserr LEHMAN, 
Washington, D. C.: 

I wish to advise you the Women’s Democratic Club of Chemung County 
favor Senate bill 2337. We believe this bill provides for a much needed benefit 
for families of servicemen. 

Yours truly, 
K. M. Huston, 
President, Women’s Democratic Club, of Chemung County. 





WEBSTER COUNTY MEDICAL SOCIETY, 
Fort Dodge, Iowa, March 22, 1952. 


HEALTH SuRCOM MITTEE, 
Senate Committee on Labor and Public Welfare, 
Care of Senator Herbert Lehman, 
Senate Office Building, Washington, D. C. 
({ENTLEMEN : I am writing to you as the president of the Webster County, Iowa, 
Medical Society, which has a membership of 48 physicians, to express the opin- 
ions of our society regarding S. 2337 on which hearings were recently completed. 
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We are opposed to the intent of the legislation proposed in S. 2337 because fun- 
damentally it will result in a loss of self-respect, initiative, and personal inde- 
pendence of a large segment of the population. 

It is our opinion that the financial condition of our Government is too critical 
to justify the additional expense of financing the program proposed by this bill. 
It seems that faced with a staggering Federal debt and spiraling costs of Govern- 
ment the Congress could well afford to cut down on unnecessary spending, par- 
ticularly of this type which broadens the socialistic program of the Federal Gov- 
ernment. The enlisted personnel of the Armed Forces enlisted to fight com- 
munism and socialism and not to foster similar practices by their own Govern- 
ment. 

If a hardship really exists for the lowest pay grades of the Armed Forces, why 
should Congress not authorize payment of a maternity benefit to the wives of 
enlisted men? And, if such treatment is given to families of enlisted men, 
why not give similar consideration to low-income families in war production 
industries and on the farm? 

Is an expenditure of between $200 and $300 for an estimated 110,000 maternity 
cases a problem of sufficient size to warrant setting up a Federal program esti- 
mated to require $25 million the first year? 

Cannot an enlisted man receiving as little as $120 per month plus food, cloth- 
ing, lodging, and medical care save $25 per month during his wife’s pregnancy to 
pay for her hospital and medical care or to pay for voluntary insurance to cover 
the maternal care expenses? 

Why shouldn’t the family spend its savings or borrow, if savings are not avail- 
able, to finance the cost of a baby the same as they would do to obtain many 
other things? 

Since the completion of the World War II EMIC program the infant and mater- 
nal death rates have declined to the lowest level in the history of the United 
States. Would this indicate that the dependents of servicemen have not received 
adequate medical and hospital care regardless of expense? 

We believe that the problems that the proponents of S. 2337 present have been 
exaggerated and that there is no need for the enactment of such legislation. 


Matr G. SANDERS, M. D., 
President, Webster County Medical Society. 


VETERANS ServVIcE CENTER, 
Los Angeles, Calif., March 28, 1952. 
Hon. Hernert H. LEHMAN, 
Senate Office Building, Washington 25, D. C. 

DeaR SENATOR LEHMAN: We are particularly gratified that your committee 
is giving consideration to necessary legislation to provide maternity and infant 
care for wives and infants of servicemen (S. 1245 and §. 2337). 

In the Los Angeles area there is a desperate need for this type of service. 
Pregnant wives of servicemen are required to travel great distances to receive 
any attention whatsoever. The same is true in order that they may receive 
postnatal attention. Many of these wives do not have the necessary finances 
to obtain avy private attention. The burden on the community is great and we 
sincerely hope that the necessary legislation will be passed in order to alleviate 
the hardships now suffered by these persons. 

Sincerely yours, 
VETERANS SERVICE CENTER, 
ArtHUR H. TryYON, 
Executive Director. 


AMVDTS, 
NATIONAL HEADQUARTERS, 
Washington, D. C., March 24, 1952. 
Senator HERBERT LEHMAN, 
Chairman, Health Subcommittee, 
Senate Labor and Public Welfare Committee, 
Senate Office Building, Washington 25, D. C. 


My Dear Mr. CHarrMAN: AMVETS endorse and urge the passage of Senate 
bill 1245, a bill to establish a program of grants in aids to assist the States in 
providing maternity and infant care for wives and infants of enlisted members 
of the Armed Forces during the present emergency. 

In our experience as a service organization, we are constantly made aware of 
the economic plights of servicemen who are unable to provide adequate medical 
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eare for the wives during maternity periods. This problem was recognized 
during World War II when as a result, an emergency maternity and infant care 
program was set up to assist servicemen and their families. 

AMVETS feel that the present international situation is such that it is definitely 
required that the World War II program be reestablished. We therefore urge 
the Health Subcommittee of the Senate Labor and Public Welfare Committee to 
favorably report Senate bill 1245. 

We also request that a copy of this letter be placed in the official record of 
hearings before the subcommittee as the position of our organization. 

Very sincerely, 
Rurvus H. WItLson, 
Acting Legislative Director. 


WELFARE COUNCIL OF METROPOLITAN LOS ANGELES, 
DEPARTMENT OF WELFARE FEDERATION OF LOS ANGELES AREA, 
Los Angeles, Calif., May 12, 1952. 
Senator HERBERT LEHMAN, 
Chairman, Committee on Labor and Public Welfare, 
Washington, D. C. 


My Dear Mr. LEHMAN: For several months the health division of the Wel- 
fare Council of Metropolitan Los Angeles has had a special committee at work 
on the problem of maternity and infant care services for servicemen’s wives. 
rhe committee was created because of the interest on the part of several persons 
in the Los Angeles community who are concerned with the tremendous influx of 
servicemen into this area. The California State Health Department was also 
interested in getting some information regarding a proposed plan of services 
to the families of men in the Armed Forces. 

After many meetings the study committee presented a statement which was 
finally adopted in the form as set forth on the attached pages, 

Members of the committee and others in the health division are familiar with 
S. 2337, which is sponsored by you. Formal comments have indicated that 
while there is favorable support for your bill it is the feeling of many individuals 
that a program should be broader than that which covers benefits for maternity 
and child care. 

{ am taking the liberty of sending the attached statement to you for distribu- 
tion to members of your committee as this is now the official policy of the Welfare 
Council of Metropolitan Los Angeles. I assume that you have heard of and 
have read the material which was developed by the research department of 
the Welfare Council of Metropolitan Los Angeles in cooperation with the 
Council on Medical Service of the American Medical Association. 

If vou have any questions regarding that study I would suggest that you 
communicate directly with W. L. Crawford, M. D., of the American Medical 
Association at their headquarters office. However, we would be very happy 
to assist you in any way we can with additional information. 

Yours very sincerely, 
EpNA REIss, 
Chairman, Committee on Emergency Maternity and Infant Care. 


STATEMENT DEVELOPED BY THE EMIC Stupy COMMITTEE OF THE HEALTH DIVISION 
AND APPROVED BY THE EXECUTIVE BoarD, WELFARE COUNCIL OF METROPOLITAN 
Los ANGELES 


1. We believe that the principle of prepaid medical and hospital insurance is 
applicable for the provision of medical and hospital services of high quality 
to the dependents of all military personel. 

2. We favor some plan of insurance including but not limited to existing 
medical and hospital insurance plans. 

The plan should: 

(a) Safeguard acceptable standards of professional care. 
(4) Define scope of services. 

(c) Provide administrative costs. 

(d) Establish administrative controls. 

(e) Insure adequate compensation for services rendered. 

3. It is proposed that the cost of the above-mentioned insurance plan shall 
be a shared responsibility between the Government and service personnel. 

4. We further urge that this proposed insurance coverage be extended and made 
applicable to all military service personnel for their dependents. 


Xx 





